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OKLAHOMA ON THE FIRING LINE 


Already casualty reports from the Ko- 
rean war indicate that Oklahoma is right 
out front. When national emergencies arise 
Oklahoma responds. This is particularly true 
of the medical profession. In World War Il 
the record of the Oklahoma medical profes- 
sion’s response was remarkable. 


In the present national emergency pre- 
cipitated by the Korean war, the Executive 
Office of the Oklahoma State Medical Asso- 
ciation with the cooperation of an alert 
membership has done an outstanding job. 
Immediately after the alarm was sounded 
and the call received all wheels were rolling. 
The medical field was surveyed, the member- 
ship assessed and individual data recorded. 
All this was done with civilian needs in 
view. It is doubtful if another state medical 
association in the Union has the medico- 
military situation so well in hand with so 
much dependable information upon which 
to base action when occasion arises. Few 
members of the Association realize what a 
stupendous task has been performed, the 
amount of werk involved and the many prob- 
lems yet to be solved. 


Contrary to what many members may 
think, the fact that 14 of our doctors have 
gone with the National Guard and that the 
Doctors’ Draft Bill has been passed does not 
fully solve these problems. The Association, 
through the machinery set up at the Execu- 
tive Office, must help decide whether or not 
some of those who come under the draft 
are essential for civilian care in certain com- 
munities or whether or not they can be re- 
placed by older doctors who are willing to 
fill the breach. This office also is faced with 
the fact that the military medical needs can- 
not be fully supplied from the young phy- 
sicians immediately subject to the draft. 
Trained men in the various specialties re- 
quired for military service must be drawn 
largely from the older groups. 


According to government plans already 
inderway, cessation of hostilities now or in 
he near future, would not materially alter 
he problems which confront the profession. 
)n the basis of the minimum of three million 


in the military service with the accepted ra- 
tio of four M.D.’s for every one thousand 
men the need will continue. 


In the minds of some who know much 
about doctors in war and peace, in uniform 
and in civilian attire, certain questions 
arise and worthy speculations ensue. If 
Uncle Sam must have a large standing army 
with many doctors constantly on duty is 
it not wise to give serious consideration to 
the question as to whether the present prac- 
tices might not be profitably altered. Per- 
haps it is not unfair to say that long term 
military medical service tends toward scien- 
tific stagnation, particularly in times of pro- 
longed peace, and that on the contrary civil- 
ian practice with the personal obligation of 
giving full satisfaction, stimulates scientific 
progress. Anticipating the fact that many 
may challenge this statement, the writer 
hastens to say that his investigations during 
World War II based upon the testimony of 
servicemen, indicate that from the soldier 
viewpoint, the best medical services were 
rendered by civilian doctors temporarily in 
uniform in compliance with their country’s 
call. 


In view of these considerations would it 
not be wise to consider a plan for an alter- 
nating service with reduced time limits and 
possibly the employment of many physicians 
without official army status. Might not such 
a plan be best for the military, for the peo- 
ple and for the medical profession? 


THE GENERAL PRACTITIONER AND 
THE A.M.A. INTERIM SESSION 

It has been said by some critics that the 
British Medical Association did not stay 
by the goods when the Health Act was be- 
ing considered in 1948 and that the plight 
of the general practitioner in Great Britain 
is in part due to this fact. It is good to learn 
that in keeping with established policies the 
forthcoming interim session to be held in 
Cleveland is designed primarily for the gen- 
eral practitioner. 
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The dates are December 1 to 8 and it is 
to be hoped that Oklahoma may be well rep- 
resented and that those who attend may be 
well rewarded. 


It is well for the general practitioner to 
give full cooperation in this effort on the 
part of the A.M.A., to give him his dues. 
Such cooperation with the parent organiza- 
tion may help to stave off nationalization of 
medicine. Since the G.P. is the one who will 
suffer most this becomes doubly important. 


WHAT PRICE PUBLIC HEALTH 


What we call public health is not new. 
Simply and accurately stated it is preventive 
medicine. It has to do chiefly with the in- 
fluence of environment. Hippocrates recog- 
nized this influence and practiced prevention 
of disease as well as he could with his lim- 
ited knowledge of etiology. He recognized 
health not only as the absence of disease, 
but something to be cultivated and safe- 
guarded. 


Unfortunately, there could be no genuine 
progress in preventive medicine until we 
knew more about the etiology of disease and 
more about physiology and pathology. The 
great awakening came only after it was dis- 
covered that bacteria cause disease. Until 
that time our knowledge was largely empiri- 
cal. We were groping in the dark and often 
hopelessly grasping at the ritualistic and 
magical for protection. 


With the development of our knowledge of 
etiology, public health became a_ logical, 
realistic and positive preventive practice. 
Properly coordinated with curative practice 
it becomes a great boon to humanity. In a 
free democracy public health cannot over- 
step this recognized line without disturbing 
the time honored patient-doctor relationship. 
To clarify this point I quote Dr. W. Hobson’ 
of Sheffield University. 


“In a free society our aims must be to pro- 
vide a health environment and to ensure that 
all possible measures are taken to secure 
freedom from disease. Each individual must 
be left free to develop according to his own 
needs and requirements. The idea that there 
should be any dragooning into health 
savours to me of the Nazi doctrine .. .” 


Having clearly stated the function of pub- 


1. “What is Social Medicine?’ W. Hobson, M.D., B.Se., 
D.P.H., Professor of Social and Industrial Medicine, Sheffield 
University. British Medical Journal. July 16, 1950. Page 125 
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lic health and indicated its rightful place 
in a free democracy, the reader’s attention 
is called to the fact that in the past few 
years the American Public Health Associa- 
tion has stepped over the line and champion- 
ed the cause of curative medicine. This re- 
cently assumed abnormal function of a great 
public health association makes its own 
name a misnomer and destroys its right to 
function in a free democracy. 


The next annual meeting of the American 
Public Health Association convenes in St. 
Louis. The News Letter of this Association 
indicates that the Medical Care section will 
have two independent sessions. This mani- 
fest interest in medical care can result only 
in widespread hostility on the part of all 
good physicians and lead to inferior medical 
care. 


Every physician in Oklahoma interested 
in medicine as a free enterprise should try 
to attend this meeting. This is our country; 
its government is our responsibility; its citi- 
zens are our patients. Public Health is our 
concern; it is based upon knowledge the 
medical profession has supplied, and it is 
up to us to keep it on the level. It should 
be remembered that the American Public 
Health Association is not an agency of the 
government, not identical with the United 
States Public Health Service. 


SHAW SAYS PSHAW — 
WHAT CAN YOU EXPECT 


When George Bernard Shaw had to take 
it on the hip — his own hip — he spurned 
socialized medicine, demanded his own pri- 
vate hospital room and specialists of his own 
choice for which he must pay with his own 
hard cash somewhat reduced in amount by 
the taxes he has already paid to provide gov- 
ernment medicine which he has adways ad- 
vocated for the good of society but today 
not good enough for him although he has 
long outlived his expectancy. As early as the 
1880’s Shaw was a champion of the Fabian 
Society plugging for socialism. In his Exper- 
iment in Autobiography H. G. Wells, also a 
Fabian, said, “It is interesting to go back 
now ...a raw student again, listening to 
a lean young Shaw with a thin flame-colored 
beard beneath his white illuminated face. 
. . . There they talked unconscious of their 
destinies, and we younger outsiders listened 
and interjected a very occasional word”. 

It must be very disappointing to have 
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worked in a cause 60 years or more and 
then find it necessary in self defense to 
throw overboard the alleged benefits it has 
brought to society. 


One question please. Why do not the so- 
cialist leaders, some day, decide to be 
sociable and chummy with the people they 
lead? 


CORPORATE MEDICINE 


Having discussed the fact that the 
U.S.P.H. Association has a committee and a 
program on medical care, it now becomes 
necessary to trouble the general practitioner 
with current agitation about the fact that 
large hospitals and many corporations are 
supplying medical care, fixing and collect- 
ing fees which should be collected by the 
physician who supplies the care or the pro- 
fessional service whatever it may be. This 
practice poses some very difficult problems 
and the writer is not prepared to supply 
the answers. He is merely calling these prob- 
lems to the attention of those who read the 
Journal with the hope that when the oppor- 
tune time arrives, they may be ready to 
make a contribution toward their solution. 


PREVENTION NOT CURE 
IS THE ANSWER 


Why should the omnivorous agents of 
the federal government presume to write a 
prescription for national medical care. They 
may be good bureaucrats but their opinions 
about medical care are worth about as much 
to the American people as the conclusions of 
a sophomore bull session would be to a uni- 
versity president. If the government would 
forget national health insurance (national- 
ization of medicine) and concentrate on the 
proper function of the American Public 
Health Service, namely preventive medicine, 
there might be some hope for better na- 
tional health. While this service has hardly 
scratched the surface in the field of pre- 
ventive medicine, certain members of this 
great organization are now advocating a 
novement which would bring it into the 
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field of curative medicine which would ulti- 
mately defeat its original purposes. 

For the past ten years the editorial pages 
of this Journal have repeatedly proclaimed 
the importance of preventive medicine as 
compared to curative medicine. The impor- 
tance of the Public Health Service in this 
field has been emphasized and the advis- 
ability of keeping medical care (curative 
medicine) in the hands of private physicians 
has been stressed. As an argument for this 
policy it has been pointed out that the mass 
psychology with reference to the alleged 
lack of medical care is largely the result of 
unwarranted bureaucratic propaganda at 
the taxpayers expense. 


In further support of preventive medicine 
attention has been called to the fact that 
physicians, nurses and the clergy having vir- 
tually free medicine always available and 
easy hospitalization terms suffer coronary 
occlusion, cerebral hemorrhage, intestinal 
obstruction and ruptured appendices just as 
do other less favored members of society. 
Apparently they are no better than those 
following the general mill run. In fact, sta- 
tistical studies indicate physicians who 
never have to worry about medical fees even 
for catastrophic illness (what a good politi- 
cal slogan for the opportunist) fare a little 
worse than the average. 


If popular vision had not been obscured 
by the adroit pulling of political wool over 
the public eyes, there might not be eight 
health bills before Congress at this time. 
The people should be given the facts and 
taught to recognize the truth in order that 
they may remain free. The following com- 
ment concerning conditions in Great Brit- 
ain is apropos.’ 


“Lord Chorley said that in this country 
hardly anyone was prepared to prevent evil 
from getting going but the country was 
ready to spend millions of pounds to cure it. 
They were spending over 400m. pounds a 
year on curative medicine but were not pre- 
pared to find a few thousand pounds to keep 
going experiments in preventive medicine 
at the Peckham Health Centre.” 


1 Medical Notes in Parliament,’ British Medical Journal 
(April 8) 1950. page 850 








476 JOURNAL OF THE OKLAHOMA STATE> MEDICAL ASSOCIATION 





November, 1950 


SCIENTIFIC ARTICLES 
THE TREATMENT OF CERTAIN COMMON SKIN DISEASES* 


ROBERT R. KIERLAND, M.D. 


ROCHESTER, MINNESOTA 


Before treatment of the commoner skin 
diseases is considered, it seems best to re- 
view briefly the principles underlying such 
therapy. Unfortunately, treatment of skin 
diseases remains primarily morphologic; 
that is, treatment is directed toward the type 
of morphologic lesion present. The cause of 
too many skin diseases remains unknown, 
and for this reason more specific therapy 
is not available. 

The diagnosis either of a specific cutaneous 
disease or of the type of morphologic lesion 
predominantly present is needed for proper 
therapeutic management. In other words the 
proper diagnosis is necessary for the proper 
treatment. The history remains extremely 
important; environment, diet, contact fac- 
tors, psychogenic factors, and other factors 
which may be important, should all be in- 
vestigated. Systemic disease with its fre- 
quent manifestations on the skin should be 
investigated both by careful questioning and 
by means of a thorough physical examina- 
tion. The careful weighing of all these fac- 
tors may contribute much to the local and 
systemic management of the disease and the 
patient. 

The choice of topical measures is deter- 
mined by the morphologic features of the le- 
sions and the most acute lesion determines 
the type of treatment to be given. For the 
acute, oozing, vesicular cutaneous lesions 
wet dressings of Burrow’s solution, boric 
acid, or potassium permanganate are ad- 
vised, as well as soothing baths of a col- 
loidal type; for the subacute types of derma- 
toses with only slight crusting, shake lo- 
tions and mild soothing ointments may be 
given. For chronic, scaly, lichenified and 
thickened dermal lesions more stimulating 
ointments, such as those containing tar, or 
salicylic acid, are frequently indicated. 

It is better to know only a few prescrip- 
tions and to know them well than to have a 
long list of therapeutic remedies without 
knowledge of their indications, properties 


*Presented before the Section on Medicine at the meeting 
of the Oklahoma State Medical Association, Oklahoma City, 
Oklahoma, June 6, 1950. 


or characteristics. Many newer ointment 
bases of the oil in water type, and also de- 
tergents, are now available; these are better 
tolerated by the skin and render therapy 
more beneficial. In addition, the advent of 
the antihistaminic preparations means it is 
possible for the patient to obtain greater re- 
lief from his most distressing symptom of 
itching. In fact, the desire for relief of pruri- 
tus brings patients with cutaneous disease 
to the doctor more often than not. 


Two general principles of therapy must be 
remembered at all times, and these are the 
following: When in doubt as to the treat- 
ment to be given, give the mildest and most 
soothing type of therapy first. In this re- 
gard it is well to treat only a small area 
first, to observe possible untoward reactions 
and to observe the benefit gained in this 
area before proceeding to treat large areas 
of involvement. By this method it is pos- 
sible to use two or more preparations in 
small areas as “trials.” Another principle 
of therapy to remember is the following: 
Avoid changing the therapy when that pre- 
viously used or now in use is providing re- 
lief. Treatment should be changed only when 
the dermatologic manifestations have become 
worse or stationary. 


When one or more remedies disagrees with 
the patient’s comfort or the morphologic 
manifestation of the disease, the following 
possibilities should be considered: 1. The 
morphologic factors were not considered 
when the original type of therapy was se- 
lected and that treatment has been too stim- 
ulating. 2. Hypersensitivity or idiosyncrasy 
to the medicament has developed. 3. The in- 
gredients of the medicament were not prop- 
erly prepared. 4. The method of application 
was not considered. It is extremely impor- 
tant that wet dressings not be allowed to 
dry and that ointments and lotions be remov- 
ed and reapplied frequently enough to pre- 
vent cracking and drying of the skin. 


With these principles in mind I will pro- 
ceed to the types of dermatologic therapy) 


- 
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which are more or less specific for certain 
diseases. 


SUPERFICIAL MYCOTIC DISEASE 


The most common type of fungus disease 
for which treatment is needed is trichophy- 
tosis pedis. A few basic factors should be 
considered before the treatment is present- 
ed. First of all, the diagnosis should be 
made properly. It is important to remember 
in this regard that interdigital maceration 
of the feet frequently exists without the 
active infection by fungi and that too often 
treatment is given for fungus disease with- 
out thought of the basic factors of hyper- 
hidrosis with subsequent maceration. In all 
instances of suspected fungus infection the 
diagnosis should be proved if at all possible 
by demonstration of fungus in preparations 
of potassium hydroxide. Cultures may be 
taken as well but frequently these cannot 
be made by the general practitioner. 


The type of footwear in use now is a 
predisposing factor to tinea pedis. Men 
encase their feet in a “turkish bath” and 
the sweat cannot evaporate properly. This 
is the reason that 90 per cent of all mycotic 
disease of the feet is seen among males 
rather than among females, who wear open 
toed and more ventilated types of shoes. 
Hence, one of the larger considerations of 
therapy is that the feet should be kept 
clean and dry. The wearing of perforated 
shoes or sandals is frequently advised, as 
is washing the feet twice or more times daily 
followed by thorough drying. This in turn 
should be followed by application of one of 
the standard foot powders. This serves as 
an excellent prophylactic treatment. Fungus 
disease of mild type may be cured by this 
simple method of therapy. 


The fungus diseases of the feet may be 
grouped into two types; first, the acute in- 
flammatory disorder, the treatment of which 
requires the use of foot soaks or wet dress- 
ings of potassium permanganate of 1 in 
8,000 dilution or weaker, or Burrow’s solu- 
tion. Active treatment should be withheld 
until the acute inflammatory reaction has 
subsided. When the acute inflammatory re- 
action has subsided or (secondly) when the 
condition is of a chronic hyperkeratotic na- 
ture, treatment is directed toward removal 
of the hyperkeratotic epidermis. One of the 
better preparations for this phase of treat- 
ment is iodine solution, either in the form 
of a two per cent tincture, or two per cent 
iodine in benzol which may be applied twice 
a day on alternate days; on the intervening 
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days one of the preparations of fatty acids, 
containing propionic acid, caprylic acid or 
undecylenic acid, or the standard half- 
strength Whitfield’s ointment may be used. 
Such medication should be continued for at 
least four weeks after all clinical manifesta- 
tions of the disease have disappeared. 

The same type of therapy may be given for 
the rather common tinea cruris, except that 
the more stimulating preparations should 
not be used. A shake solution which con- 
tains three to five per cent sulfur usually is 
well tolerated. For the less inflammatory 
types of tinea corporis treatment may be 
the same as that advised for the hyper- 
keratotic types of trichophytosis pedis. 

Tinea versicolor which is a _ frequently 
seen condition is difficult to treat. The pa- 
tient often may need reassurance concerning 
it. Tineal infection of the scalp in children 
is a difficult problem, and therapy depends 
on the type of lesion present. The acute 
inflammatory process, with the presence or 
absence of kerion celsi, is usually controlled 
by the medication previously outlined for 
fungus disease and does not require roent- 
gen therapy. Ammoniated mercury fre- 
quently may be used with success, but it is 
important to remember that mercury and 
iodine are incompatible, when used together 
they produce a severe local reaction, and 
that they should not be used on the same 
patient at the same time. The noninflam- 
matory types of tinea capitis should be re- 
ferred to a specialist since the treatment of 
this frequently requires roentgen epilation, 
although there are newer remedies of the 
fatty acid type which seem to have some 
merit. 

ACNE VULGARIS 

Acne vulgaris may be a severe problem 
to adolescents. Too often physicians tend to 
dismiss the problem with the statement 
“don’t worry, you'll grow out of it.” In the 
meantime, of course, the acne progresses, 
and there is subsequent scarring, and fre- 
quently a severe psychic reaction which may 
prove to be more difficult to treat than the 
pustules themselves. Accordingly, treatment 
is advised in all instances of acne, even 
though complete cure is not often possible. 
Proper treatment tends to alleviate the con- 
dition, prevent scarring and render the pa- 
tient more sightly. Although there are num- 
erous types of acne, in this paper only the 
common acne vulgaris will be considered. 
Treatment may be divided into two types; 
(1) general and (2) local. The general sys- 
temic measures provide for dietary instruc- 





478 JOURNAL OF THE OKLAHOMA STATE MEpIcCAL ASSOCIATION 


tion, as follows: The patient is assured that 
there is no known dietary factor that can be 
considered paramount at the time of his 
original visit. He is then instructed to with- 
hold all forms of chocolate, cocoa and ex- 
cessive pastries from his diet for three or 
four weeks and then to add back those foods 
previously restricted and note any untoward 
effect. In other words, if he improves while 
on the diet and he becomes much worse when 
the foods are again taken, these foods are 
considered to have some etiologic signifi- 
cance. In the same manner, use of other 
foods such as milk and dairy products, nuts 
and excessively fatty foods may be restrict- 
ed. Use of oral preparations containing io- 
dides or bromides should be restricted al- 
though this restriction does not include use 
of iodized salt which should be maintained, 
particularly in the central states. 


Numerous vitamins have been suggested 
as the treatment of acne. For most patients 
the administration of vitamin A, 50,000 
units or more daily, may be recommended. 
Its use is indicated especially when follicular 
hyperkeratotic lesions are associated with 
the acne. 


Because of the frequent association of 
premenstrual exacerbations of acne in young 
women, treatment with estrogens has been 
advised by many dermatologists. The etio- 
logic theory concerned with this is that there 
is marked sebaceous hyperactivity during 
and after puberty due to androgens with 
the resultant appearance of comedones fol- 
lowed by the familiar pustule. Along with 
this there is seborrhea of the scalp and 
seborrheic tendencies of the areas of in- 
volvement. If other measures fail to provide 
relief, small doses of estrogen, such as 0.1 
mg. of diethylstilbesterol daily or 0.625 mg. 
of premarin or less daily for three weeks 
out of four, has given relief to many. The 
preparations are not taken during the mens- 
trual period. Small doses of desiccated thy- 
roid also are indicated in the more severe 
types of acne that have been unresponsive 
to the more conservative types of treatment. 
However, use of this preparation should be 
discontinued if tremor, palpitation, irrita- 
bility, restlessness, sleeplessness or loss of 
weight is noted. The basal metabolic rate 
should be determined frequently. 


Local treatment comprises, in part, the 
care of the skin and scalp and proper in- 
structions should be given concerning such 
care. The patient should be instructed that 
picking, manipulation, and punching the 
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skin for expression of comedones is abso- 
lutely contraindicated, since this can fre- 
quently cause secondary infection and 
scarring. With the presence of numerous 
pustules too active cleansing of the face 
with the use of wash cloths and complexion 
brushes should be avoided. Nevertheless, 
frequent washings are indicated, to remove 
the excess oil and to assist in removal of 
comedones. The frequency of washing de- 
pends entirely on the amount of oil on the 
patient’s skin, and, therefore, the face may 
have to be washed frequently in order to 
keep the skin relatively dry. The scalp 
should be shampooed at least once a week 
and, when much seborrhea either of the 
dry or oily type is present, the scalp should 
be shampooed more frequently. Cosmetics 
may be used but should be removed thor- 
oughly at night, and the use of face creams 
should be avoided. Sunlight or ultraviolet 
light is frequently of marked benefit to pa- 
tients with acne. 


Acne surgery, in that the comedones are 
expressed by the physician or the pustules 
are incised and drained, may be done once 
or more times a week; the frequency de- 
pends on the activity of the process. Topical 
remedies, including a great variety of agents, 
usually containing sulfur or salicylic acid or 
resorcinol or combinations of these also are 
used. No one of these seems markedly su- 
perior to the others. These may be applied 
once or more daily. If, with the use of these 
measures the acne still continues to be active, 
it is well to refer the patient to a specialist 
for further treatment. 


IMPETIGO 

The proper treatment of the superficial 
pyococcic infections which remain one of the 
commonest diseases of the skin, frequently 
is challenging. Preparations containing am- 
moniated mercury or an aqueous or alco- 
holic solution of gentian violet are some of 
the most satisfactory preparations for loca! 
use. However, the staining properties of 
gentian violet render this preparation fre- 
quently undesirable, and ammoniated mer- 
cury is sometimes sensitizing. Fortunately 
some newer antibiotics, particularly aureo- 
mycin and bacitracin, when applied locally 
give excellent results, and it is suggested 
that these preparations be used. Their sen- 
sitizing qualities are slight and they rapidly 
produce therapeutic benefit. Preparations 
containing sulfonamides or penicillin are 
not advised for use for more than four days 
because they frequently produce sensitizing 
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reactions. Daily mechanical removal of the 
crusts is necessary so that the medicament 
may be applied directly to the infectious 
lesion. 


ECZEMATOUS CONDITIONS OF THE SKIN 

Eczema falls into two basic categories: 
(1) that of contact dermatitis or contact 
eczema, which is due to epidermal sensitiza- 
tion, and (2) that of dermal hypersensitiv- 
ity. Several clinical manifestations of this 
latter type will be discussed later. 

Contact Dermatitis.—Contact dermatitis 
is due to contact with external agents of 
innumerable varieties. It may vary from 
simple erythema to a marked bullous re- 
action with subsequent denudation of the 
skin. The management of the acute reaction 
is that of any acute type of dermatitis, with 
first the use of soothing wet dressings, and 
later drying types of lotions. As the derma- 
titis further subsides, milder soothing oint- 
ments may be used. More important than 
local therapy, however, is the attempt to 
find the agent responsible for the acute 


dermatitis, for as long as this remains un- 
known there is an excellent likelihood of 
recurrences from time to time. The usual 
type of dermatitis venenata from ivy is well 


recognized but for numerous other types of 
contact dermatitis all of our ingenuity is re- 
quired in an attempt to detect the offending 
agent. The history of onset, the time, the 
place of onset and the site of onset are all 
extremely important factors in the attempt 
to detect the offending agent. The carefully 
taken history eliciting these factors as well 
as all the agents with which the patient 
comes in contact in his home, his occupa- 
tion and during the enjoyment of his hob- 
bies should be considered carefully. The pa- 
tient should be told that time may be re- 
quired and that the detection of such agents 
is not easy. If the offending agent remains 
unknown after all of this work, the patient 
may be placed in an environment requiring 
the least contacts possible and then one new 
feature may be added to his contact en- 
vironment each day in an attempt to find the 
offending agent. 

Patch tests are of value in the elucidation 
f this problem but results frequently are 
not clear-cut or absolutely diagnostic since 
the patch tests do not exactly reduplicate the 
natural contact with the suspected agent. 
Patch tests should not be employed until the 
lermatitis has completely subsided for the 
‘eason that if a strongly positive patch ap- 
ears during the course of acute dermatitis, 
he dermatitis may spread rapidly and even 
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become universal. Certain of the textbooks 
of dermatology state the proper dilution and 
vehicle for the suspected agents when used 
for patch testing. 


If the dermatitis remains prolonged and 
if the patient suffers repeated episodes, more 
than one contact agent may be responsible 
for the dermatitis. 

Another type of seasonal contact derma- 
titis involving the exposed areas of the body 
and genitals is due to ragweed. This is a 
difficult problem to control since most of 
these patients are in occupations of farm- 
ing or ranching. Desensitization procedures 
may be attempted but frequently are not 
successful. 


Dermal Hypersensitivity —T he _ second 
type of eczematous dermatitis is that known 
as atopic dermatitis (or neurodermatitis). 
This is the natural outgrowth of infantile 
eczema although it may appear at any age. 
Frequently the patient himself or the family 
may have a history of asthma, hay fever, 
vasomotor rhinitis or other allergic phe- 
nomena. Exacerbations of this type of 
dermatitis are frequent during the winter 
months. Lesions involve the face, neck and 
flexors of the knees and elbows primarily, 
although they may become universal. The 
condition is characterized by a dry, scaly, 
excoriated, lichenified and pigmented derma- 
titis in these areas; vesicles are uncommon. 
It is true that allergic factors may be pres- 
ent but it is uncommon for true allergic 
investigation and treatment to be of marked 
or great benefit to the patient. More im- 
portant in the care of the patient is atten- 
tion to the psychogenic factors that fre- 
quently precipitate the cutaneous reaction. 


The patient should be told of the function 
of the autonomic nervous system and that 
the skin reaction may be part of the re- 
action to emotional upheaval and the stress 
and strain of everyday living. It may be ex- 
plained to the patient that the human body 
responds in many different ways to such 
emotional stimuli and that the type of re- 
action known as atopic dermatitis is one 
of these. It is suggested to the patient that 
he develop a regimen of regular hours of 
rest, play and work, and that he learn to 
move slowly, talk slowly, eat, play and think 
slowly. In other words, he should do every- 
thing slowly. He should accustom himself 
to the idea that haste makes waste, and that 
even God found it necessary to rest on the 
seventh day. Frequently a diet in which the 
commonly offending foods such as choco- 
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late, nuts, eggs and dairy products, fresh 
berries, tomatoes and the like are avoided 
may be followed for a short period and then 
after a trial for two or three weeks the 
foods should be added back, one every four 
or five days, and any untoward reactions 
on the skin noted. Less often more strict 
dietary regimens, such as those advised by 
Rowe and Flood, may be attempted. 

Many of these patients require hospital- 
ization, and it is surprising how often the 
condition may clear up rapidly in the hos- 
pital even though the patient is receiving the 
same type of therapy and same medications 
as he used previously in his home. 

Other therapeutic measures such as auto- 
hemotherapy, the injection of whole milk, or 
intravenous injection of triple typhoid vac- 
cine for its nonspecific protein and low 
febrile effects, may be of value. Local meas- 
ures again are selected according to the 
morphologic condition of the dermatitis as 
presented by the patient. 

When the condition has become chronic 
or when the dermatitis has subsided so that 
a little erythema persists and only lichenifi- 
cation with or without hyperpigmentation 
is present, use of a crude coal tar ointment 
in conjunction with ultraviolet light fre- 
quently gives marked benefit. The tar oint- 
ment generally is applied to the skin at night 
and then the next morning the excess tar is 
removed with a thin oil of vegetable or min- 
eral origin. A thin film of oily tar is left on 
the skin of the patient. Irradiation then is 
given with ultraviolet lights of gradually 
increasing intensitiy; the degree depending 
on the tolerance of the patient. Following 
irradiation the patient receives either a bath 
with prepared oatmeal (Aveeno) which has 
been found satisfactory for this purpose, or 
a starch and soda bath. Following the bath 
the tar is reapplied as necessary throughout 
the day. 

DERMATITIS OF THE HANDS 

The inflammatory dermatoses of the hands 
is one of the commoner problems of skin 
disease with which all physicians have to 
deal. There are many varieties of such 
dermatitides and they may be grouped 
etiologically as follows: (1) contact derma- 
titis; (2) mycotic infections and “id” re- 
actions; (3) systemic reactions to drugs, 
visceral disease and as a_ part of other 
recognized dermatoses; (4) allergic disease, 
and (5) dyshidrosis or pompholyx. 

Contact dermatitis of the hands may be 
either symmetrical or asymmetrical, depend- 
ing on the type of exposure to the irritant. 
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The reaction is usually acute but when there 
are multiple or repeated exposures it may 
become chronic. The treatment of this has 
been discussed previously. 


True mycotic infection of the hands is 
unusual although the diagnosis is frequently 
made without proof. Tinea manus should 
be proved by means of a potassium hydrox- 
ide preparation in which mycelial elements 
may be found. Another type of reaction, the 
trichophytid, that is, an acute vesicular erup- 
tion of the hands, particularly along the sides 
of the fingers, may develop as a toxic mani- 
festation of acute inflammatory trichophyto- 
sis pedis. The treatment is directed toward 
the trichophytosis pedis and the “id” re- 
action subsides when the_ trichophytosis 


pedis comes under control. Wet dressings of 
aluminum subacetate or various lotions may 
be used locally for increased comfort and 
to prevent secondary infection of the hands. 


In the third group of dermatitides of the 
hands systemic reactions to drugs, visceral 
disease and so forth are a large variety of 
conditions. Involvement of the hands may 
be part of psoriasis, pityriasis rubra pilaris, 
erythema multiforme and many other derma- 
tologic entities. In addition, an eruption on 
the hands may appear as the result of derm- 
atitis medicamentosa or drug _ eruption. 
There is a group of recalcitrant pustular 
eruptions which are not clearly understood 
but seem to be secondary to foci of infec- 
tion elsewhere in the body. Another term 
for this latter group is the “bacterid.” When 
the focus of infection is found, it should be 
removed for its own sake, and it may be 
hoped that the eruption of the hands will 
subside on removal of the focus. Treatment 
is directed toward the basic condition which 
accounts for the eruption of the hands. 


The truly allergic eruption of the hands 
is uncommon in our experience, and is to be 
considered more seriously when other etio- 
logic factors have been considered and dis- 
proved. A trial and error method of detec- 
tion is used to prove that certain foods are 
responsible or not responsible for the erup- 
tion. In this connection, experience from 
various sources indicates that intradermal 
or scratch tests are of little value in de- 
termining the allergic factor. The patient 
should use a diet which avoids the more 
common offenders, and then these foods 
should be gradually added back to the diet, 
and any untoward effects on the skin should 
be noted. A more rapid method of detection 
is the Rowe type of regimen or the 48 hour 





November, 1950 


fast followed by the addition of one food 
daily as advocated by Flood. In this manner 
the offending food may be found. 

The dyshidrotic group of eruptions are 
vesicular, symmetrical, recurrent reactions 
of the hands which are precipitated by 
psychogenic factors. The problem is dealt 
with as in patients with atopic dermatitis 
or neurodermatitis. Another type of neuro- 
dermatitis involving the hands is a type 
seen in women past the menopause; this is 
characterized by thick, scaly, fissured plaques 
of the palms. It was formerly thought to 
be due to a hormone deficiency, but now 
most investigators attribute it to psycho- 
genic factors. 

Treatment of the types of dermatitis men- 
tioned is directed toward the etiologic fac- 
tors if known. Medication used depends 
again on the most acute morphologic lesion 
present. It is particularly important to re- 
member that overtreatment is contraindi- 
cated. Also important in connection with the 
problem of dermatitis of the hands is con- 
tact with soaps. It is suggested that substi- 
tutes for soap of the detergent type be used. 
It may also be suggested that women use 
rubber gloves when doing their housework. 
These should be lined. If lined rubber gloves 
cannot be procured, the patient should be 
instructed to use thin cotton gloves under 
the rubber gloves because rubber next to the 
skin is frequently irritating. The unraveling 
of this problem of dermatitis of the hands is 
extremely difficult and even when all that 
has been suggested has been done some pa- 
tients continue to have the condition. 

PARASITIC INFECTION ~ 

Fortunately, parasitic infections other 
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than mycotic are becoming increasingly un- 
common. Nevertheless, scabies and pediculae 
occasionally make their appearance and re- 
quire prompt treatment. A number of new 
preparations are available for scabies. These 
are preparations of benzol benzoate, hexa- 
cyclochlorhexane and Eurax (R). A powder 
containing five to 10 per cent D.D.T. is sat- 
isfactory for the control of louse infesta- 
tions. 
PSORIASIS 

The clinical manifestations of psoriasis 
are too well known to need further discus- 
sion now. The cause is not known and we 
have no permanent cure. There are many 
medicaments, however, that will serve to 
alleviate the condition and render the patient 
more comfortable. Again, ultraviolet light 
and sun bathing are one of the best methods 
of therapy that we have at our disposal. 
Ointments containing two to five per cent 
salicylic acid or two to five per cent am- 
moniated mercury or both, are frequently 
helpful. However, tar ointments combined 
with the use of ultraviolet lights as suggest- 
ed for the patients with chronic atopic 
dermatitis, remains the best method of 
treatment for psoriasis. 

Experience with undecylenic acid by 
mouth has been unsatisfactory in the main. 
Diet does not seem to be of specific value to 
these patients. They should, however, re- 
duce if overweight and gain if underweight. 

SUM MARY 

The therapy of some of the more common 
skin diseases, namely the superficial mycotic 
and parasitic affections, impetigo, acne vul- 
garis, the eczematous group of diseases, and 
psoriasis, has been reviewed briefly. 


MEDICAL SOCIETIES AROUND THE STATE 


Beckham-Custer 


Tri-County 

Members of the Tri-County Dental, Pharmaceutical 
and Medical Society met at Hugo September 12. Doctor 
Ralph MeGill, Tulsa, president of the Oklahoma State 
Medical Association, presented 50 year pins to R. L. 
Gee, M.D., Hugo, L. E. Gee, M.D., Broken Bow, J. 8. 
Lawson, M.D., Clayton, and a 50 year pin was also to 
iave been presented to W. A. Moreland, M.D., Idabel, 
vho was unable to attend..Members of the county so- 
iety will present Doctor Moreland’s pin later. A life 
iembership to A. W. Clarkson, M.D., Valliant, will also 
presented later by that county society. The Auxiliary 
et with the County Society. After the presentations 
ad been made, there was a discussion of the activities 
f the Association and the military situation as it affects 
loctors. It was a well attended dinner meeting. 


Members of the Beckham and Custer County Medical 
Societies met recently for a joint meeting in Elk City 
to hear an address by Robert Anspaugh, M.D., associate 
professor of obstetries and gynecology at the University 
of Oklahoma School of Medicine, 


Seminole County 
A film on allergy was shown at the recent meeting 
of the Seminole County Medical Society held in Wewoka. 
Eight physicians from Seminole and Wewoka attended 


the meeting. 
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OUTSIDE LOOKING IN* 


THE ACUTE ABDOMEN - 
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EDWARD D. GREENBERGER, M.D., F.A.C.R. 
MCALESTER, OKLAHOMA 





These three words — outside looking in 
— have often appeared to be stamped on 
the x-ray films of the acute abdomen pre- 
sented to me for interpretation. The films 
alone usually confirm or disprove the clini- 
cal diagnosis, or they indicate some lesion 
or pathology that was not suspected clin- 
ically. This swived-chair type of diagnosis 
is often accurate and the _ roentgenologist 
often measures up to the public belief that 
x-rays always reveal the pathology concealed 
by the abdominal wall. 


“Outside looking in” is also the reaction 
I sometimes experience when the surgeon 
excludes the roentgenologist, or assigns him 
an off-stage role, in the drama of the acute 
abdomen that may or may not reach its 
climax in the operating room. The roentgen- 
ologist sometimes misses his cue in such cir- 
cumstances. But when the surgeon requests 
the roentgenologist to hear the prologue, 
read the laboratory reports, see the leading 
character and feel and listen to his abdomen, 
then the roentgenologist assumes his proper 
role as a consultant when he interprets the 
intestinal gas shadows and fluid levels in 
the x-ray films of the acute abdomen. He 
can correlate his x-ray findings with clini- 
cal findings and better determine the path- 
ological-physiology present. The roentgen- 
ologist, in this setting, can assume also his 
proper auxiliary role in management of pa- 
tients with acute abdomen, particularly in 
intestinal obstruction, when he is called to 
manage the intestinal intwbation. 


Four major conditions are to be consider- 
ed in this presentation of the acute abdo- 
men: 

1—Intestinal Obstruction. 
2—Peritonitis. 
3—Perforation of Hollow Viscus. 
4—Trauma. 
I. INTESTINAL OBSTRUCTION 
The most important condition from the 
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clinical and x-ray diagnostic standpoint is 
the acute intestinal obstruction group. From 
anatomical standpoint, these lesions are 
classified as: 


a—Obstruction of small intestine, par- 
tail or complete. 


b—Obstruction of large bowel, partial 
or complete. 


From a_ pathological-physiological and 
therapeutic standpoint, the obstructions are 
considered under: 

1—Paralytic or adynamic ileus. 

2—Acute simple mechanical obstruc- 
tion — high or low in position. 

3—Strangulation Obstruction. 


The physiological changes in acute para- 
lytic ileus and acute simple mechanical ob- 
struction are, at the onset, similar in that 
there is a marked dilation of the intestines 
in both conditions, with resulting physiolog- 
ical alteration in the intestinal walls — in- 
ability to absorb fluids, loss of body fluids 
into the intestinal walls, and progressive in- 
crease in intra enteric pressure. These 
changes are more pronounced and progres- 
sive in intestinal obstruction. When inter- 
ference of blood supply is superimposed on 
this progressive intestinal distention, then 
strangulation obstruction occurs, with re- 
sulting gangrene of bowel and peritonitis. 
The diagnosis of the above three pathologi- 
cal-physiological conditions requires a close 
correlation between the clinical findings and 
the x-ray demonstration of dilated loops of 
intestine and fluid levels. 


Visible gas in gastro-intestinal tract is 
not abnormal in adults. It is often seen in 
acute pneumonias, asthmatic attacks, tox- 
emias, after cystoscopy, in infections of in- 
testinal tract, etc. In these conditions, the 
bowel is not distended beyond its normal 
diameter and the gas or stasis is of a tran- 
sient nature. 


In adynamic ileus, a reflex condition often 
occuring in postoperative cases, the stomach, 
small and the large bowel are abnormally di- 
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lated. This generalized bowel distention is 
the chief x-ray finding that differentiates 
paralytic ileus from acute simple mechanical 
obstruction. In paralytic ileus, the loops of 
bowel are less distended and valvulae con- 
niventes less prominent than in mechanical 
obstruction. Also, the fluid levels in the small 
intestines are usually absent or only small 
in amount in adynamic ileus. When a definite 
diagnosis of adynamic ileus is made by x-ray 
studies, then the surgeon can employ pitres- 
sin, prostigmine, turpentine stoops, enemas 
or intestinal suction to relieve the intestinal 
distention. 


When adynamic ileus is associated with 
or results from peritonitis, localized abdom- 
inal abscess, or an inflammatory mass, then 
the x-ray diagnosis of adynamic ileus be- 
comes much more difficult. We must early 
recognize the onset of acute simple mechani- 
cal obstruction due to adhesions that very 
often occur in inflammatory intra-peritoneal 
conditions. If a definite diagnosis in such 
cases is not established by x-ray and clinical 
findings, and surgery therefore delayed, it 
is advisable that repeated x-ray studies be 
made at four to eight hour intervals during 
this period of observation. Don’t trust your 
sense of palpation of the abdomen, for we 
very often see tremendous increase in small 
bowel distention with presence of multiple 
fluid leveis, without any notable increase in 
the abdominal distention that can be noted 
clinically. During this period of observation, 
intestinal intubation should be started and 
the progress of the tube and degree of de- 
compression of small intestine determined 
by repeated x-ray or fluoroscopic studies. 
Portable x-rays can be used for such studies 
at the bedside. In many cases of simple 
mechanical obstruction associated with peri- 
tonitis, this suction therapy often relieves 
the inflammatory condition in the distended 
bowel, and the obstruction is often relieved 
without surgery. This is true also in some 
cases of obstruction due to adhesions occur- 
ring several days after recent abdominal 
operation. Before the intestinal tube is re- 
moved in such cases, it is advisable to in- 
ject one to three ounces of barium meal into 
the tube and observe its progress. If the 
barium passes promptly beyond the tip of 
the tube and appears in large bowel in five 
hours, then the obstruction is relieved and 
the tube can be withdrawn. This type of 
x-ray is far more accurate and informative 
in regard to proper time for removal of in- 
testinal tube than the usual clinical method; 
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i.e., discontinue suction and see if abdominal 
distention returns. 


If repeated x-ray films show gas and fluid 
levels accumulating in a few isolated loops 
of bowel while the patient is being decom- 
pressed, and if the patient continues to have 
colicky pain and toxic symptoms, then stran- 
gulation obstruction should be suspected and 
prompt surgery instituted. The routine x-ray 
film of abdomen is also valuable in establish- 
ing the diagnosis of strangulation obstruc- 
tion as occurs in incarcerated hernias and 
volvulus. In such cases, gas from proximal 
loops becomes trapped in the strangulated 
loop, so that the x-ray reveals a localized 
distention of two segments of bowel with 
dense band between the loops that represents 
fluid within the walls of the strangulated 
intestinal loop. These loops contain a large 
amount of fluid and they remain fixed in 
position when the patient is x-rayed in 
supine and upright or lateral decubitus po- 
sition. 


The x-ray diagnosis of acute obstruction 
of the large bowel by means of a scout film 
is not difficult if the condition is suspected 
clinically. The large bowel is seen to be 
markedly dilated up to the site of obstruc- 
iton. When the obstructing lesion is in the 
ascending colon, or when the ileo-cecal valve 
is incompetent, considerable dilation of the 
small bowel occurs. The differential diag- 
nosis from paralytic ileus becomes difficult 
in such cases. It is always advisable, when 
possible, to locate the exact site and the na- 
ture of the colon obstruction by means of 
barium enema, administered slowly, stop- 
ping the clysma when site of obstruction is 
reached. Obstructing polypoid carcinoma, 
intussusception, inflammatory strictures sec- 
ondary to diverticulitis or extrinsic bowel 
lesions, volvulus of sigmoid, etc. can usually 
be determined by means of simple barium 
enema. 


II. PERITONITIS 

The differential diagnosis between peri- 
tonitis and postoperative ileus with toxic 
symptoms, and differential between periton- 
itis and early mechanical obstruction of 
small intestine is often very difficult to de- 
termine by x-ray studies. I lean heavily on 
the clinical findings in these cases before I 
write my impressions of the intra-peritoneal 
pathology. It is in these groups of cases 
that I often suggest that intestinal intuba- 
tion be employed if prompt surgery is not 
advisable. 


associated with 


Several findings often 
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peritonitis are as follows: 

1—Generalized haziness throughout the 
abdomen, blurring the appearance of viscera. 
In appendical abscess or pelvic abscess, 
these faint or dense opacity would be lo- 
calized within the pelvis. 

2—Obliteration of peritoneal markings: 
i.e., the fat layer over peritoneum, best seen 
along the lateral abdominal wall, is ob- 
secured. 

3—Dilation of a few loops of the small 
intestine is the usual finding in peritonitis. 
The peritoneal fluid often separates the ad- 
jacent walls of the dilated loops of bowel. 

4—Fluid levels in isolated loops of di- 
lated small intestine is seen in peritonitis 
without mechanical obstruction. When dilat- 
ed loops of intestine occur chiefly within the 
pelvis and remain partially fixed, adhesions 
associated with peritonitis is the likely diag- 
nosis. 

5—Elevation of diaphragm and splinting 
of diaphragm, as noted by fluoroscopy, oc- 
curs in peritonitis. This finding is seen in 
most intraperitoneal inflammatory  condi- 
tions. 

III. PERFORATION OF HOLLOW VISCUS 

The clinical picture of a perforation of a 
hollow viscus is usually typical and diagnos- 
tic. Some patients who experience the sudden 
agonizing abdominal pain at the time of per- 
foration, are fairly comfortable by the time 
they reach the hospital. The demonstration 
of free air under the diaphragms in these 
cases convinces the patient and the doctor 
of the need of prompt surgery. The x-ray 
findings in perforations due to peptic ulcers 
are positive in 80 per cent of cases. Nega- 
tive findings are usually due to the fact that 
fluid only passes through the ball-valve per- 
foration, while air in the stomach is trap- 
ped above the fluid. As little as 10 cc. of free 
air in intraperitoneal cavity can be detected 
by x-ray studies. Good x-ray technique is 
essential. The lateral decubitus position (pa- 
tient lying on left side, rays directed in A. P. 
position) should be taken in addition to up- 
right films. 

Occasionally a patient will enter the hos- 
pital 24 to 48 hours after the onset of a per- 
forated peptic ulcer, without experiencing 
any severe abdominal pain or abdominal 
rigidity. The free air under the diaphragm 
is found accidentally during fluoroscopy of 
chest or of the stomach. It is not advisable 
to operate such patients at this time, for per- 
forations are usually sealed off. Doctors 
Eusterman and Balfour state in their book 
that a chronic or protected perforation is a 
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common complication of chronic peptic ulcer 
and is noted in one of every four cases in 
which a gastric or duodenal ulcer is veri- 
fied surgically. 


IV. TRAUMA 


The x-ray is often the most valuable 
diagnostic aid in the acute abdomen result- 
ing from trauma — due to some external 
force or injury or following perforation of 
the abdominal wall by a weapon or missile. 
This type of acute abdomen was my chief 
concern during World War II when I served 
as roentgenologist in the evacuation hos- 
pital on the continent and later in a general 
army hospital. The missiles that perforated 
the body often produced severe injury to 
an organ that was far from the site of 
entrance. Films of the abdomen were always 
taken in an A. P. and lateral projection 
when a missile entered the body anywhere 
from upper chest to upper thigh. My tech- 
nicians were instructed always to place 
some marker over site of entrance of missile. 
I could then report to the surgeon the prob- 
able course and the organs probably dam- 
aged or perforated along the course of the 
missile. 


Hemo-peritoneum or hemo-pneumo-peri- 
toneum was often diagnosed in the field hos- 
pitals. Perforation of stomach or colon al- 
ways produced free air within the peri- 
toneum. Perforations of small intestine did 
not reveal any free air. Pneumo-peritoneum 
occurred often when missiles penetrated the 
lung and entered the abdomen through the 
diaphragm. Rupture of the bladder was read- 
ily diagnosed by injection of air into the 
bladder and then noting free air under the 
diaphragm in an upright position or between 
the liver and abdominal wall in a left lateral 
decubitus position. Perforation of liver or 
spleen was made from x-ray standpoint 
usually by the course of the missile. Some- 
times sufficient blood accumulated around 
these organs to displace the adjacent gas- 
filled colon in caudad direction. Rupture or 
perforation of kidney was sometimes made 
by loss of the kidney contour and oblitera- 
tion of psoas muscle shadows. Usually this 
diagnosis was made by intravenous injection 
of diodrast or neo-iopax and noting the ex- 
travasation of the dye into the peri-renal 
or retro-peritoneal tissues. Barium was 
never used to diagnose perforations of the 
stomach, small or large bowel. 

Many soldiers who were operated for 
traumatic conditions of the abdomen in the 
evacuation and field hospitals, developed in- 
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testinal obstruction from resulting adhesions 
when they arrived at the rear echelon. Doc- 
tor Mulholland, Chief Surgeon at First Gen- 
eral Hospital in Paris, insisted that intestinal 
intubation be started promptly in such cases; 
that the patient be in electrolytic and fluid 
balance before any surgery for relief of in- 
testinal obstruction be undertaken. Very 
often this suction procedure alone caused the 
obstruction to disappear. 
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SUMMARY 


The roentgenologist can render a real con- 
sultation service in acute abdominal condi- 
tions when he can correlate the clinical and 
pathological-physiology of each case with 
his roentgen findings. The chief diagnostic 
roentgen findings in intestinal obstruction, 
peritonitis, perforation, and traumatic ab- 
dominal injuries have been presented. 


NEWER METHODS OF CHOLECYSTOGRAPHY~ 


P. E. Russo, M.D. 
CLAIR J. CAVANAUGH, M.D. 


OKLAHOMA CITY, OKLAHOMA 


Since the discovery of cholecystography 
some 25 years ago,® rapid strides have been 
made in the diagnosis of gall bladder dis- 
ease. Other than Priodax which came into 
use about 1941, most of the advancements 
have been made in the department of tech- 
nique. Today probably no phase of diagnos- 
tic roentgenology is more rewarding or 
gratifying than that of cholecystography. 
Employing the techniques to be described 
below, the radiographic diagnosis should be 
well over 95 per cent accurate. This study 
consists of 506 consecutive cholecystograms, 
190 of which were found to be pathological, 
and the correlation of the x-ray findings with 
the pathologic findings of 48 cases which 
came to surgery. 


TECHNICAL FACTORS 

The first requisite for a satisfactory ex- 
amination of the gall bladder is a skillful 
x-ray technic. The accuracy of the radiolo- 
gist’s report is in direct proportion to the 
care and diligence exercised by the tech- 
nician in giving the patient proper instruc- 
tions and securing properly exposed films 
with the patient in various positions. We 
routinely use three grams of Priodax. This 
is a white crystalline powder, insoluble in 
water and having an iodine content of 52 
per cent. It is of course excreted in the bile 
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but not in sufficient concentration to visua- 
lize the gall bladder until after the gall 
bladder has further concentrated it. This is 
demonstrated by the fact that the common 
duct never visualizes following administra- 
tion of the dye after cholecystectomy. It has 
been shown that about 50 per cent is excret- 
ed through the kidneys in the first 24 hours. 
We have occasionally visualized the right 
renal pelvis following its administration. 
Many workers have proved that it is equal 
if not superior to the intravenous method 
using tetraiodophenolphthalein being much 
safer and giving less side reactions.* "' ' 


A preliminary scout film is always taken 
at the time instructions are given to the 
patient. This is essential to pick up stones 
which may be of the same density as the 
dye-filled gall bladder and also a calcified 
gall bladder or gall bladder full of milk-of 
calcium bile may simulate a normal function- 
ing gall bladder. The patient is instructed 
to abstain from fat-containing food from 
the night before until after the examination 
is completed. He is given three grams of 
Priodax and told to take it at 6 o’clock the 
preceding night and report for examination 
at 8 o’clock on the following morning. It is 
not necessary to limit their fluid intake. 
Fourteen or more hours after the dye is 
taken another film in the prone position is 
made of the right upper quadrant. This 
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film should include the upper portion of the 
ilium, the lower half of the liver, the pro- 
peritoneal fat line, and as far to the left of 
the vertebral column as possible. One of 
the prime considerations is making the ex- 
posure time as short as possible. We prefer 
two-tenths of a second or faster. Films must 
be taken with respiration suspended and a 
high speed Bucky grid. We employ 36 inch 
distance and the liberal use of a compression 
band for immobilization of the patient. The 
kilovoltage may vary as the thickness of the 
patient. These factors presume the avail- 
ability of adequate equipment. This film is 
used principally to localize the gall bladder 
se that additional films may be taken using 
an extension cone. If a diagnosis can be ar- 
rived at from the prone film, no additional 
views are taken. However, if the gall blad- 
der appears normal or is obscured by over- 
lying gas or fecal material, spine, or situated 
in the pelvis, additional views are taken. 
These may include films taken in inspiration 
or expiration, films taken with pressure ap- 
plied by a block of balsam wood, upright 
views, or use of the transabdominal position 
as described by Kirklin.’® '° These additional 
views not only invariably clear away con- 
fusing gas shadows and displace the gall 
bladder away from the spine, but also are 
very useful in layering non-opaque stones 
or gravel which is not visible on the prone 
film. This layering may be distributed in the 
most dependent portion of the gall bladder 
or it may form a floating translucent zone 
in the gall bladder. This is explained by the 
fact that the bile which is more concentrated 
has a greater specific gravity than less con- 
centrated bile and the stones have a spe- 
cific gravity which is somewhere in between 
the various densities of the bile. 


Providing the gall bladder visualizes, the 
above-mentioned steps invariably allow one 
to arrive at a diagnosis. In the event the 
gall bladder fails to visualize, one has to 
first rule out other diseases such as pyloric 
obstruction or intrinsic liver disease. The 
patient should also be closely questioned as 
to whether or not he took the dye, at what 
time, whether or not he vomited or had 
severe diarrhea. One should also be on the 
lookout for a situs inversus. In the event 
none of the above factors are in play, we 
keep the patient on a low fat diet for another 
24 hours and administer a double dose mak- 
ing a total of nine grams of dye in 24 hours. 
Of our operated cases, half of the non-func- 
tioning gall bladders had a double dose and 
none visualized on the second examination. 
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Of those that have not been operated about 
one out of five visualized with the double 
dose. We feel that most of these cases rep- 
resent instances of the patient not follow- 
ing instructions or some other violation of 
technique. We use a preliminary double dose 
only in those patients who are unusually 
obese. 


With the use of these additional views 
we have not found it necessary to use pitres- 
sin or enemas to clear away confusing gas 
shadows. We thus avoid the dangers inherent 
in using pitressin in certain patients and 
also the inconvenience of giving an enema 
which is not too satisfactory anyway. 


From a random survey of the literature 
on cholecystography,°® '*'* most people rou- 
tinely employ the fatty meal. We do not use 
the fatty meal routinely because as previous- 
ly mentioned, the gall bladder has to con- 
centrate the dye in order for it to visualize 
on the film, and this is a test of function in 
itself. Also, if the gall bladder contracts 
slowly or not at all, we feel one has gained 
very little additional information because 
these findings are difficult to interpret. It 
has been shown that 10 per cent or more 
of people have poor or sluggish contraction 
of the gall bladder following fatty meal.*? 
Also there has been some evidence that the 
gall bladder contracts more slowly and to a 
lesser degree with Priodax that with tetra- 
iodophenolphthalein.? Using the upright and 
transabdominal views we feel we miss very 
few if any stones that could be visualized 
after the gall bladder was reduced 50 per 
cent in size following a fatty meal. Occas- 
ionally when the gall bladder is unusually 
large and not too well visualized, a fatty 
meal may be of help supplemented with up- 
right and transabdominal films. 


We have recently been conducting barium 
enemas or upper G. I. series or both exam- 
inations on patients the same day as the 
gall bladder series. We do this rapid vis- 
ceral survey similar to Gianturco giving the 
patient his dye at 4:00 P. M.; two ounces 
of castor oil at 8:00 P. M. and have them 
report for examination at 8:00 A. M. the 
following morning.‘ If we are also doing a 
G. I. series, we of course discontinue any- 
thing by mouth after bedtime. We have 
found no instance in which the gall bladder 
failed to visualize following this regime and 
later visualized when castor oil was not used. 
By elimination of our fatty meal for gall 
bladder series, we thus have a dry stomach 
for the G. I series. 
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Fig. 1. Position for upright film of gall bladde 


INTERPRETATION 

If the films are of good quality, there is 
usually little difficulty in _ interpretation. 
There are only a limited number of diagnos- 
tic possibilities. The gall bladder either vis- 
ualizes or does not, and if it does, there are 
either stones present or there are none. 
Changes in position of the patient readily 
rule in or out polyps. In this series no case 
of polyp or malignancy of the gall bladder 
was encountered. There were 4 instances of 
calcified gall bladder all of which showed an 
irregular, nebulous type of calcification 
which would not be confused with a normal 
functioning gall bladder and which did not 
layer in the upright or transabdominal views 
as opaque stones would. 

There are a few shadows that may occas- 
ionally be confusing such as renal calculi, 


calcification of costochondral junctions, cal- 
cified mesenteric nodes and epiploic appen- 
dages, coproliths, and calcifications in the 
lung base. The relationship of these calcifi- 
cations to the gall bladder is usually quite 
evident in varying the position of the pa- 
tient. 
DISCUSSION 

In this series of 506 consecutive cases of 
cholecystography, 190 were found to be path- 
ological. Of these, opaque gall stones were 
demonstrated in 28, non-opaque stones in 
25, poor visualization was reported in 31, 
and non-visualization in 106. Of these 190 
pathological cases, 48 had surgery. In all 
the cases stones were reported on x-ray, 
stones were found at surgery. Of those re- 
ported as showing poor visualization, two 
were operated and both showed cholelithia- 





Fig. 2. Position for right lateraldecubitus film of gall bladder 










JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


506 Consecutive Cholecystograms 








Females - 300 


Males - 206 





506 cases: 316 normal visualization 
190 pathological 





190 pathological cases: 28 opaque gall stones 

25 non-opaque gall stones 

31 poor visualization 

106 non-functioning (4 calcified gall bladder) 





48 cases had surgery: 


24 - non-functioning ge. b. 


- normal functioning g. b. 





Table 
sis and chronic cholecystitis. Of those show- 
ing non-functioning gall bladders, 24 were 
operated, 22 showed chronic cholecystitis 
and cholelithiasis, one chronic cholecystitis, 
and one man had an advanced cirrhosis of 
the liver. One of the gall bladders removed 
at operation was reported a normal func- 
tioning gall bladder which corresponded 
with the pathologic report. 

From this series of cases, it can be seen 
that roentgenologic examination of the gall 
bladder is a highly accurate test and an in- 
dispensable adjunct to clinical medicine. 

In those cases where poor or non-visual- 
ization of the gall bladder is reported, the 
greatest error is apt to occur.® It has been 
stated that 13 per cent of poor functioning 
gall bladders and four per cent of non-func- 
tioning gall bladders are normal.' In those 
type of cases operated in this study, 96 per 
cent had cholelithiasis and chronic chole- 
cystitis. Others indicate that from 50 per 
cent to 75 per cent of these cases will have 
stones.''® Tracey says that of those patients 
operated who have stones, 90 per cent have 
a good post-operative result while 31 per 
cent of those without stones are unimprov- 
ed.'° It would seem that a close correlation 
of history and clinical findings with the x- 
ray findings would be of great moment in 
deciding how those people with poor or non- 
functioning gall bladder should be handled. 
If symptoms are vague a thorough search 
must be made of collateral organ systems for 
possible disease. Some state that many of 
these poorly visualized gall bladders are well 
visualized after a short period of conserva- 
tive management. This point has not been 
verified in this study by adequate follow-up. 








X-ray Disgnosis Pathologic Diagnosis 

- e stones 10 - Chronic Cholecystitis and Cholelithiasis 
i8 - Sop opaque stones 10 - Chronic Cholecystitis and Cholelithiasis 
2 - poor visualization 2 - Chronic Cholecystitis and Cholelithiasis 


22 - Chronic Cholecystitis and Cholelithiasis 
1 - Chronic Cholecystitis 


1 - Cirrhosis of the liver 
1 - calcified g. b. 1 - Calcified gall bladder and Cholelithiasis 
1 1 - Normal gall bladder 


1 
SUM MARY 

1. Oral cholecystography with Priodax is 
a highly accurate and satisfactory method 
of examining the gall bladder. 

2. Meticulous, clearly-phrased instructions 
to the patient will obviate many repeated 
examinations. 

3. Upright and transabdominal views of 
the dye-filled gall bladder are helpful aids 
in removing over-lying or skeletal parts and 
demonstrating non-opaque stones. 

4. We feel the fatty meal is not an essen- 
tial step in cholecystography. 

5. Rapid exposure and immobilization are 
essential. 

6. Close correlation of x-ray and clinical 
findings are necessary in poor or non-func- 
tioning gall bladder. 
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WHAT THE FAMILY MEDICAL ADVISER SHOULD 





KNOW ABOUT FENESTRATION SURGERY“ 


JOHN S. KNIGHT, M.A., M.D., M.Sc. (MEp.) 
KANSAS CITY, MISSOURI 


Much has been written in the past few 
years regarding fenestration surgery. The 
object of this presentation is to briefly out- 
line the history and development, diagnosis 
and operative principles, and what the pa- 
tient and referring doctor should have in 
the way of general knowledge. 


It has been the author’s experience that 
the family medical adviser is of great value 
not only in recognizing suitable cases but 
in the giving of advice to the operator and 
the patient. He may be a general surgeon, 
obstetrician, or a general practitioner. Not 
infrequently there may be a family rela- 
tionship. On several occasions one or more 
of these medical men have stated that they 
should know more about the subject. 

Holmgren (1916)? was the first to develop 
surgical procedures of value for the correc- 
tion of hearing loss from otosclerosis. His 
results of hearing improvement were tem- 
porary due to the bony closure of the new 
window which had been made into the 
labyrinth. Sourdille (1924),* after a visit to 
Holmgren, developed an operative procedure 
which resulted in the first case of perma- 
nent hearing improvement. 

Julius Lempert*® next developed a one stage 
operative procedure which he named fenes- 
tration. A fistula was made into the promi- 
nence of the horizontal semi-circular canal 
and was covered with a skin flap attached 
to the tympanic membrane. Technical im- 
provements, such as the endaural incision, 
excellent anatomical knowledge, and the use 
of the dental finishing burr, were forthcom- 
ing. Lempert welcomed visiting otologists 
and established a teaching course for train- 
ing of future operators. Gradually all oppo- 
sition to this type of surgery has practically 
disappeared. Both as a student of Doctor 
Lempert and as a practicing otologist, it 
has been my opportunity to have observed 
and treated post-operatively numerous cases 
performed by Doctor Lempert and others 
where the results have been quite successful 


for a period of eight or nine years. For the 


*Presented before the Section on Surgery at the Annual 


Meeting of the Oklahoma State Medical Association June 7, 
1950. 


past three years I have had the opportunity 
of observing my own operative cases. 

Shambaugh,‘ House,” Meltzer," Day,’ and 
others have all contributed technical im- 
provements and much to the literature and 
advancement of this highly specialized field. 
Further improvements undoubtedly will be 
forthcoming. 

Various operators have obtained hearing 
improvement to the practical service level of 
30 decibels in 50 to 80 percent of their 
cases. The ability to restore hearing well 
enough for social and economic purposes is 
the real criterion. The ability of the patient 
to hear a whisper at 15 to 20 feet is a great 
satisfaction to both the patient and the op- 
erator. 

The etiology of otosclerosis is not known. 
However, the pathology is manifested by 
the changes as follows :* 

Localized resorption (absorption) of the 
original bone of the capsule by lacunar ero- 
sion. 

teplacement of the absorbed bone by im- 
mature web-like bone containing much ce- 
mentum and few fibrils. 

Repeated lacunar resorption and replace- 
ment. 

teplacement sooner or later, in turn and 
to varying extents by lamellar bone. 

The continuation of the process results 
in the formation of brecciated bone. 

The otosclerotic process may become sta- 
tionary at any period of its development and 
may start up anew in previously, apparently 
quiescent areas. 

In 10 to 15 percent of the cases, the 
slowly enlarging focus of otosclerotic bone 
reaches the oval window and proceeds to 
grow across the annular ligament into the 
foot plate of the stapes. This fixation of the 
stapes mobility is known as otosclerosis and 
actually can be demonstrated at the time of 
the operation. 

Lempert*® has estimated that there are six 
million persons affected by otosclerosis in 
the United States. Of course, many of these 
cases are not eligible for surgical help. 

The average age of onset is about 20 to 
30 years of age. 
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Women are more often affected than men. 

Pregnancy and lactation accelerate the 
loss of hearing in about 25 percent of those 
involved. 

Progression of hearing loss, while var- 
iable in its rate, continues despite therapeu- 
tic efforts. 


About two-thirds of the patients with 
otosclerosis give a family history of pro- 
gressive deafness. 

Cochlear nerve degeneration is a frequent 
complication and is one reason for not post- 
poning the fenestration for too long a per- 
iod. 

POINTS IN DIAGNOSIS 

Conduction type of deafness is determin- 
ed. The audiometric studies disclose poor 
air conduction and good bone conduction. 

Schwabach, Rinne, and Weber tuning 
fork tests verify the above findings. 

The Weber test is usually referred to the 
more obstructed side of the head. 

Other causes of conduction deafness such 
as external auditory canal obstruction, per- 
forated tympanic membrane, and middle 
ear disease must be excluded. 

Points of value in taking the history are 
familial progressive deafness, paracusis 
willisiana (ability to hear well in the pres- 
ence of noise), unexplained tinnitus aurium 
in many cases, vertiginous attacks in some 
patients, and the ability to hear well by the 
use of the bone conduction hearing aid. 

Eligibility for surgery is determined by 
(1) audiometric bone conduction levels of 
30 decibels or better for the speech fre- 
quencies of 512, 1024, and 2048 vibrations. 
(2) Rinne tuning fork test is negative with 
the 512 and 1024 forks. (3) Schwabach test 
(bone conduction) is normal or prolonged 
with the 512 and 1024 forks. (4) Air con- 
duction loss may be as much as 70 or 80 
decibels. 

Fenestration surgery involves the  by- 
passing of the stapedial ankylosis in the 
oval window with a new window into the 
labyrinth at the ampulla of the horizontal 
canal. 

Lempert'® described his one stage end- 
aural technic in 1938. Three years later he 
reported the nov-ovalis technic. Most opera- 
tors are using this procedure, some with 
modifications. The incidence of closure is 
from five to 10 percent. Lead rimming of 
the fenestra has been used by some opera- 
tors for the past three years. The Lempert 
cupola technic,"' involving a bone dust free 
po‘ential, has been in use for the last year. 

Fenestration surgery involves specialized 
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training and equipment. It is a meticulous 
and highly technical operative procedure 
which requires from one and one-half to 
three hours in the operating room. There is 
little or no risk to the patient from a life 
and death standpoint. Complications can oc- 
cur in the form of facial paralysis, labyrinth- 
itis, and a disturbed emotional state. 


A flap of about two-thirds of the external 
auditory canal and the tympanic membrane 
is made after the endaural incision. By 
means of the endaural incision, the opera- 
tion is performed through the ear canal. 
Within two to three weeks, this incision is 
healed and there is little or no noticeable 
deformity or scar. The patient does notice 
dizziness to a variable degree for the first 
two or three days following the operation. 
Sudden motion or turning the head _ will 
sometimes result in a tendency to vomit. 
These individuals are all cautioned before 
operation and after operation that they must 
not move their head quickly. For at least 
one hour following the ingestion of liquids 
or food, they must remain in a comparatively 
stable position, at least as far as their head 
is concerned. The vertigo gradually decreases 
the first few days following surgery, and 
most of the patients that we have seen are 
able to be up and around with some help 
about the fourth or fifth day post-operative- 
ly. They should be warned to have some as- 
sistance when first getting out of bed. The 
vertigo continues to decrease and by the 
end of the seventh to tenth day most of 
the patients are able to leave the hospital 
and return to their homes or their hotels. 
There is very little pain associated with the 
operative procedure or the post-operative 
care. Not infrequently, the ear may drain 
for weeks or in some rare cases for months. 
This is due to the fact that a modified radi- 
cal mastoidectomy is performed in so-doing 
the fenestration surgery, and there are some 
exposed cells and areas that must be covered 
over by new epithelium. Granulations have a 
tendency to occur, and for this reason the 
patient must be seen at frequent intervals 
following the operation. However, the length 
of time and the amount of drainage does not 
have any direct bearing on the ability of the 
patient to hear if the operative procedure is 
correctly performed and the patient has 
hearing improvement following surgery. In 
our series of cases, we have been able to 
choose the poorer hearing ear for surgery. 
In this way we have been able to assure the 
individual that his hearing will not be any 
worse than before surgery. They will still 
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have the hearing with their so-called good 
ear. There is usually a further progressed 
otosclerosis in the ear where the hearing loss 
is the greatest. 


Many of the patients will notice an im- 
provement at the end of their first six or 
seven days in the hospital, and it has been 
quite interesting to be able to have these 
individuals give you their new experiences 
in their ability to hear. Several have stated 
that they have heard the birds sing for the 
first time in years while others will be able 
to note noises about their homes and their 
places of business that are absolutely foreign 
to them. 


If there has not been a definite evidence 
of improvement in hearing within the first 
three or four weeks, it is not likely that 
there will be further improvement in the 
future. Preparing the patient before the op- 
eration for the likelihood of a failure in im- 
provement is most essential. These individ- 
uals should be told that they may be in a 
lucky fortunate group of individuals. How- 
ever, again it is important to tell them that 
they will not be made any worse if the poorer 
hearing ear is chosen for surgery. In the past 
three years, we have performed 23 fenes- 
trations for relief of clinical otosclerosis. 
Of this group, 18 have had what the patient 
and we both consider to be a successful re- 
sult. Many of these individuals are now 
able to hear a whisper at 20 feet, and in 
one or two of the cases, a percentage loss 
of between five and nine percent is now 
present. Three of the cases have had an im- 
provement, but not to the point of complete 
serviceability. Two of the patients have fail- 
ed to show any evidence of improvement fol- 
lowing surgery. Of the individuals who 
showed some evidence of improvement, two 
of these patients have been able to be with- 
out their hearing aids part of the time. How- 
ever, they were borderline cases when first 
chosen for surgery, and they complained 
bitterly of their tinnitus aurium which has 
been relieved since surgery. We have also 
had one other case that has had surgery for 
a very severe form of Meniere’s disease of 
two years duration during which every form 
of therapy was tried by various doctors. 
For the past eight months following surgery, 
he has had a complete recovery of his sense 
of balance with only a slight improvement 
in his hearing. The fenestration procedure 
was not for hearing, but for the correction 
of his vertigo. 

Most operators believe and can prove that 
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there is little or no progression of hearing 
loss, other than that associated with changes 
in age, where there has been a successful 
fenestration. 

Progression of hearing loss in the unop- 
erated ear often is observed and may be an 
indication for surgery on the second ear. 

Ages of 23 operated patients under ob- 
servation from six months to three years: 

RESULTS 


Improved but not to 


Good to excellent level of service No change 
20, 29 26 
30, 33, 33, 34, 35, 36, 
37, 39 
40, 40, 42, 43, 47, 47, 46 
51, 52 57, 58 58 


18 cases 3 cases 2 cases 

Fenestra response has been good in all 
patients except one. A revision was perform- 
ed on this patient with good recovery of 
hearing which has lasted for 18 months. In 
her case, closure of the fenestra occurred in 
the third month post-operatively. There had 
been good hearing for two months previous- 
ly. Revision was performed eight months 
after the original fenestration. 

Most operators, using the present day 
technic, believe that hearing improvement 
from a patent fenestra maintained six 
months to one year post-operatively will con- 
tinue indefinitely. 


CONCLUSIONS 

1. That in the past decade there have been 
marked advances in the diagnosis and 
handling of cases of clinical otosclerosis. 

2. To date surgical procedures have been 
proven to be of value, not only in restoring 
hearing in a certain percentage of cases, but 
in the prevention of progression of hearing 
loss. 
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PERSONAL EXPERIENCES WITH ACTH 
AND CORTISONE THERAPY 


TULLOS O. COSTON, M.D. 
OKLAHOMA CITY, OKLAHOMA 


In my hands the parenteral use of ACTH 
and cortisone has produced very prompt 
healing of desperate cases of chorio-retinitis 
and uveitis regardless of the etiology. Some 
tuberculous cases are relapsing even several 
weeks after completion of treatment, and I 
feel certain that dihydro streptomycin and 
promizole or para-amino salicylic acid should 
be continued for some time after administra- 
tion of ACTH or cortisone. 


Using ACTH, a case of acute retrolental 
fibroplasia has been healed, with only slight 
permanent ocular defect. Three other cases, 
all acute, are under treatment at the present 
time. 


My recent experiences with the local use 
of cortisone in various anterior segment 
involvements leads me to reserve the paren- 
teral use of ACTH and cortisone for truly 
desperate posterior segment disease. 


During the past several months my as- 
sociate, Robert I. Trent, M.D., and I have 
used cortisone solution locally in 55 eyes. 
The results have been very dramatic. We 
have employed the full strength preparation 
of Merck (25 mgms. per cc.), using one drop 
every three hours during the day and once 
during the sleeping hours. No other drugs 
were used during the period of cortisone 
therapy except atropine, when indicated. The 
conditions treated were as follows: Acute 
purulent conjunctivitis, recurrent epithelial 
erosions of the cornea, vernal catarrh, 
kerato-conjunctivitis (both allergic and non- 
specific), corneal ulcers (non-specific, post- 
hepetic, dendritic), interstitial keratitis 
(tuberculous, congenital luetic, non-specific, 
disciform, bullous), iritis (acute and chron- 
ic, both mild and severe; tuberculous, focal 
infection, post-operative, traumatic). 


The only conditions that failed to heal 
were the two eyes (one eye in each of two 
patients) exhibiting bullous keratitis. Both 
were of long standing and had followed 
complicated intraocular surgical procedures. 


Reduction of pain and photophobia was 
noted in all cases beginning six to 36 hours 
after onset of treatment. Several cases of 
mild iritis cleared entirely in 48 hours. 
Corneal infiltrates could be seen to begin 
fading out in 48 hours. One severe chronic 
interstitial keratitis of 18 months duration 
was healed in 10 days. One case of purulent 
conjunctivitis with extreme chemosis failed 
to respond to aureomycin and subsided com- 
pletely after 48 hours of cortisone locally. 


The local use of cortisone inhibits fibrous 
tissue and scar formation just as noted after 
parenteral administration. An unexpected 
effect was the extremely accelerated absorp- 
tion of soft iens substance post-operatively 
in two cases of linear cataract extraction. 


Special mention should be made concern- 
ing the allergic kerato-conjunctivitis cases 
(10 eyes). These eyes were in allergic indi- 
viduals and showed the typical diffuse con- 
junctival injection with pinpoint grayish 
elevations along the limbus. The symptoms 
were burning, itching, and photophobia. 
Complete relief of all symptoms and signs 
followed local use of cortisone and all of 
them have remained comfortable on only 
one drop twice daily. 


ADDENDA: 

Since submitting this data for publication, 
approximately 30 additional eyes have been 
treated by local instillation of cortisone. The 
beneficial effect on all types of inflammatory 
and allergic disorders has been observed 
repeatedly. 


Acute eczema of the lids has cleared rap- 
idly following application of cortisone solu- 
tion to the involved skin areas several times 
daily. 

Further experience with acute retrolental 
fibroplasia leads me to the conclusion that 
parenteral administration of cortisone is the 
method of choice. 

As would be expected ACTH has no effect 
used locally. 
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ANESTHETIC EMERGENCIES 
ROBERT F. REDMOND, M.D., HowarRD A. BENNETT, M.D., 
AND H. K. SOWELL, M.D. 


DOCTOR REDMOND: Anesthesiology is a rel- 
atively new science. The first records of clin- 
ical anesthesia are only slightly more than 
100 years old. The addition of a well trained, 
highly skilled anesthesiologist to the surgi- 
cal team has made possible the successful 
performance of heretofore impossible pro- 
cedures. The surgical approaches to the lung, 
the heart, and the great vessels have been 
developed as a result of progress in anes- 
thesia, which make such procedures safe. 
The anesthesiologist is a specialist in pain, 
a specialist in sleep, a specialist in physiol- 
ogy, pharmacology and many other things. 
The individual who gives an occasional anes- 
thetic probably gets into trouble more fre- 
quently than the trained anesthesiologist, 
even though the procedures undertaken by 
the occasional anesthetist are frequently less 
complicated than those which are done by the 
well trained man. We shall divide this prob- 
lem of anesthetic emergencies into several 
categories. The more common emergencies 
which arise in anesthesia are those related 
to respiration. We can further subdivide this 
into first, the prevention of accidents or 
emergencies, and second, the treatment or 
what to do when one gets into trouble. First 
I would like to ask Doctor Bennett what is 
probably the most frequent of the things that 
trouble the anesthesiologist in the way of 
respiratory complications. 


DOCTOR BENNETT: Respiratory obstruction 
is the most common cause of difficulty. This 
may occur anywhere in the respiratory tract. 
Obstruction may occur in the mouth or nose. 
Most obstructions are found in the pharyn- 
geal regions. Complications may arise from 
obstruction in the tracheobronchial tree or 
actually in the pulmonary parenchymal tis- 
sue itself. Obstruction in the pulmonary 
parenchyme may take the form. of edema, 
asthma or bronchospasm. Acute complete 


*This report represents the recording of a Therapeutic Con- 
ference held in the auditorium of the University of Oklahoma 
School of Medicine. These conferences are held each Monday 
at 4:00 P.M. and are attended by the upper classmen in the 
School of Medicine, interns, residents, and other physicians 
Any physician is welcome to attend and participate. The con- 
ferences are conducted under the sponsorship of the Department 
of Pharmacology 


obstruction of the respiratory passages is 
something that is intolerable to all concern- 
ed. It is incompatible with life. Irreversible 
damage to the central nervous system in par- 
ticular and other organs, especially the 
heart, occurs in a very few minutes. Ir- 
reversible damage to the higher centers in 
the brain will take place in a matter of two 
or three minutes. Complete anoxia in that 
period of time will always result in death. 
Most of the problems in anesthesia revolve 
around respiratory difficulty, whether it be 
apnea, from failure of the respiratory mech- 
anism, or obstruction to the respiratory pas- 
sages. The person giving the anesthetic must 
provide diligent attention to the airway and 
the function of respiration. Thus far this 
has been a general discussion of the prob- 
lem; we have not touched on any of the 
particular problems. 


DOCTOR REDMOND: | think probably the 
first thing we should discuss in the way of 
prevention of some of these complications 
and inhibitions to proper aeration is the 
matter of premedication. I am going to ask 
Doctor Sowell to give us his thoughts on the 
importance and the use of premedication in 
preventing respiratory disturbances. 


DOCTOR SOWELL: Premedication is as es- 
sential in properly handling the patient as 
is the anesthetic agent itself. One should al- 
ways see the patient at least two hours prior 
to surgery. In seeing the patient one mental- 
ly jots down the patient’s metabolic rate. 
Some, with one sentence, will give you the 
answer to that important part of the pre- 
medication regime. If it is necessary to take 
the patient immediately to the operating 
room, then intravenous narcotic and atropine 
or scopolamine should be used, judiciously 
of course. The length of surgery determines 
to a great extent the dosage of premedica- 
tion. 

DOCTOR REDMOND: Doctor Bennett, would 
you care to point out some of the things 
which can be avoided by the proper use of 
premedication? What are some of the res- 
piratory complications that are more apt to 
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occur in an improperly premedicated pa- 
tient? 

DOCTOR BENNETT: The patient that comes 
to surgery is of course somewhat appre- 
hensive about the whole procedure. One can’t 
blame him. In order to allay apprehension 
and fear, premedication serves a useful pur- 
pose when properly timed and properly giv- 
en. Say, for example, that premedication is 
given 30 minutes before surgery and anes- 
thesia are to commence. The patient would 
come to surgery without much benefit from 
the administration of the premedication if it 
were given hypodermically. His induction 
would in all probability be wiid, dramatic, 
eventful and perhaps he would jump off 
the table, fall on the floor, or some similar 
unfortunate event occur. These are accidents 
which do not occur commonly, but do occur. 
The atropine or scopolamine would not have 
achieved a drying effect on the secretion in 
the upper G. I. and upper respiratory tract. 
There would be considerable formation of 
mucous, which if excessive in amount can 
produce respiratory obstruction and require 
removal. In removing secretion one must 
take off the mask, and if the patient wakes 
up while this mucous is being removed, then 
one has to get the patient back to sleep 
again. Sometimes it is rather difficult to 
keep the mucous cleaned out and still get 
the patient to sleep. Perhaps he may aspirate 
some of the mucous into the lower tracheo- 
bronchial tree, which further complicates the 
situation. Undesirable reflex activities are 
more common in the poorly premedicated 
patient. They are more apt to become naus- 
eated and vomit during induction, which 
may provide the source for aspiration of 
vomitus into the tracheobronchial tree. This 
is a serious accident. It provides an obstruc- 
tion in the lungs, which is rather inacces- 
sible without bronchoscopy or some sort of 
tracheobronchial aspiration. Perhaps there 
would be laryngospasm of a severe degree. 
Laryngospasm is forceful partial or com- 
plete adduction of the vocal cords. It is a 
protective reflex, but when a patient is asleep 
it becomes a double-edged sword. Laryngo- 
spasm can kill the patient just as well as if 
he had been strangled by some other means. 
Laryngospasm is to be prevented and proper 
premedication helps minimize this possibili- 
ty. These are some of the more important as- 
pects of proper premedication. There is one 
other thing. Suppose this premedication were 
given 20 minutes before anesthesia was to 
be induced and the patient was still without 
the benefit of premedication at the time of 
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induction. Thirty to 60 minutes later, right 
in the middle of the procedure, the full effect 
will be felt by the patient. In the meantime 
he had required a considerable amount of 
anesthetic agent for induction, so he would 
be pretty well saturated at that point. Then 
when premedication comes into bloom, so to 
speak, the patient is hit from two sides — 
on the one hand with the large amount of 
the anesthetic agent and on the other hand 
the additional depression from premedica- 
tion. The patient might develop apnea, mak- 
ing it necessary to provide artificial respira- 
tion for a time, which would not be danger- 
ous if the possibility were recognized and 
treated properly. But if it is not recognized, 
the patient might have some difficulty. 


DOCTOR REDMOND: We have mentioned 
some of the things that can be prevented by 
proper premedication. Doctor Sowell, do you 
have any other points you would like to 
bring up about the prevention of some of 
these complications? 


DOCTOR SOWELL: One of the common mis- 
takes of the person who does not administer 
anesthesia very often is to insert an _ oro- 
pharyngeal airway early, i.e., while the 
anesthesia is light. This frequently precipi- 
tates a severe laryngospasm, or, especially 
with pentothal, a severe coughing attack, 
which may end in laryngospasm. The patient 
should be under surgical anesthesia before 
an oro-pharyngeal airway is inserted. 


DOCTOR REDMOND: While you have the 
floor, will you discuss the treatment of laryn- 
gospasm after it has occurred. 


DOCTOR SOWELL: The first thing, of course, 
is to have the anesthetic machine ready for 
immediate use. Artificial insufflation of the 
lungs with the bag and tightly fitted 
face mask is accomplished by manual 
compression of the bag during the at- 
tempted inspiration of the patient. After 
several attempts one hears the air whistle 
through. On the next two or three inspir- 
atory attempts the patient usually will 
take in adequate oxygen. If this does not 
suffice, then perhaps 1/100 gr. of atropine 
intravenously, which is usually not handy, 
will relieve the laryngospasm. Perhaps two 
minutes have now passed and permanent 
anoxic damage is near at hand. If it is known 
that the pharynx is clear of mucous or 
other foreign material, one must now con- 
sider a tracheotomy. 


DOCTOR BENNETT: I might add this. I yet 
have not seen a laryngospasm that could 
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not be broken with good hard compression 
of the rebreathing bag with a mask applied 
to the face. I hope I never do see one that 
can’t be broken that way. That will take 
care of most of them. I think most every- 
body who has had experience with them will 
agree that manual pressure on the rebreath- 
ing bag will take care of laryngospasm. 


DOCTOR REDMOND: Doctor Bennett, would 
you discuss the problem of anesthesia in the 
presence of pulmonary edema? 


DOCTOR BENNETT: Usually pulmonary 
edema develops in the surgical patient on a 
basis of acute left ventricular failure, as 
in any other circumstance, probably associat- 
ed with shock or circulatory overload. In 
the case of circulatory overload, one meas- 
ure that is rather easily accomplished is the 
withdrawal of a certain amount of circulat- 
ing blood volume from that patient. That 
will frequently help. Positive pressure ap- 
plied to the rebreathing bag will help mini- 
mize the formation of edema on a mechan- 
ical basis. It will also relieve the heart by 
diminishing the venous return to the heart. 
It doesn’t happen very often, but those 
measures will take care of most cases of 
pulmonary edema. Perhaps some cleansing 
of the airway will be necessary also because 
these patients may produce great quantities 
of edema fluid. 


People put things in their mouths from 
the day they are born until they die. Par- 
ticularly one finds foreign bodies of some 
sort in children and people who are of rath- 
er inadequate mentality. It is always a good 
rule to ask a child to show you his gum be- 
fore he is given the anesthetic. The child 
won’t be chewing the gum, he will just be 
sucking on it or holding it in his mouth. 
But it can give one a lot of difficulty before 
the cause is found. Gum, candy, and some- 
times teeth become dislodged, or a whole 
false plate might become dislocated and slip 
back into the hypopharyngeal region. An- 
other thing is snuff and chewing tobacco. 
We have even found a nail in the hypo- 
pharyngeal region in a psychopathic patient. 
How it got there and how he kept from 
coughing on it is a mystery, but there was 
a little nail down around his false vocal 
cords. Before the patient goes to sleep you 
should be sure there is nothing in his mouth 
that might cause obstruction after he is 
asleep. 


DOCTOR REDMOND: Other types of foreign 
bodies may come from elsewhere in the 
body. Vomiting during induction or the re- 
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covery period of the anesthetic, unless the 
anesthesiologist is present or unless he has 
very carefully instructed the person in 
charge of the patient, may be a severe com- 
plication. The patient may rather quickly 
lose his life from anoxic anoxia as a result 
of aspiration of vomitus. Sometimes this is 
due to the aspiration of substances deep in 
the respiratory tract, or as happened one 
time that I can recall, as the result of a 
single string bean being caught between the 
true vocal cords and causing a rather severe 
degree of laryngospasm. Although it was 
possible to push air by the string bean, there 
was some danger of pushing the bean down 
the tracheobronchial tree by so doing. Doc- 
tor Sowell, would you care to say anything 
about this matter of vomiting and aspira- 
tion of vomitus? 


DOCTOR SOWELL: Even though it is not a 
common practice to empty the stomach prior 
to surgery, at certain times one may find 
it a good trick to cause vomiting with one 
of the emetic drugs. Or, one may aspirate 
the patient with a large stomach tube. It 
might save a life some day. 


Usually aspiration with a metal suction 
tip, during emesia, merely serves to aggra- 
vate the laryngospasm. One cannot aspirate 
large particles of food through the appara- 
tus commonly provided. Put the head in a 
position to allow accumulated material to 
drop out as the patient opens and closes 
the mouth. A gag may be inserted at the 
proper time; the finger could then be used 
to remove the vomitus. Attempted insuffla- 
tion of oxygen with the anesthetic machine 
at this stage is unwise, for one may facili- 
tate the aspiration of a piece of food. Watch- 
ful waiting is the method of choice. 


DOCTOR REDMOND: Doctor Bennett, do you 
have anything you wish to add to this prob- 
lem of vomiting and aspiration? 


DOCTOR BENNETT: I think the important 
thing is prevention; be careful, be cautious, 
think before you rush in and find yourself 
in trouble. 

DOCTOR REDMOND: Here again we come 
back to the problem of preparation of the 
patient and staying out of trouble; and to 
summarize briefly, if the patient has little 
or nothing in his stomach he will not vomit. 
We may see some retching and gagging, but 
the patient can be pushed on through that 
stage if he has nothing to vomit. This com- 
plication will also be considerably minimized 
if the patient is properly premedicated. It 
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will further be minimized if the patient is 
not stimulated during the process of anes- 
thesia. That is another thing we haven’t 
mentioned. Do not allow the nurses or op- 
erating room attendants to disturb the pa- 
tient while you are trying to put him to 
sleep. Such attendants may be tempted to 
remove a dressing or arrange the patient’s 
gown or hands. They may anticipate a se- 
vere excitement stage and hold him tightly. 
As a result the patient is constantly being 
stimulated and he is constantly responding. 
Just as he is beginning to lose consciousness 
as he enters the second stage or the stage 
of excitement, the response may be explosive. 
This may result in the patient’s trying to 
walk up the wall and across the ceiling. 
He may land on the floor, fracture a bone, 
dislocate a joint, or he may vomit and aspi- 
rate. Many complications can be avoided by 
just common sense and leaving the patient 
alone until he is in a state of surgical anes- 
thesia. Only then may other procedures be 
carried on without excessive responses by 
the patient. 


Another important point in this discussion 
is to know the machine you are using. In 
other words, take a minute if you have never 
used it before and see which knob regulates 
which particular gas, whether there are any 
holes in the tubing and whether the rebreath- 
ing bag will withstand firm compression 
without blowing out. See whether the con- 
nections are tight. Make sure that the mask 
will come at least fairly close to fitting 
the patient. It is difficult to have too 
much equipment when trouble comes. Cer- 
tainly many patients have been lost because 
there didn’t happen to be a laryngoscope 
readily available or no one knew how to 
use it although it was available. Many 
deaths in the newborn have occurred 
when somebody tried to keep the moth- 
er from delivering with heavy anesthesia; 
then the doctor arrives, the baby is deliver- 
ed and the baby will not cry. A tube passed 
into the trachea of that infant with a little 
artificial respiration with oxygen through a 
“Y” tube is quite likely to prevent the loss 
of a life. When a woman goes through nine 
months of pregnancy and loses her baby, 
she is rather unhappy, and rightly so if it 
was an unnecessary loss. Some of the other 
complications which we have touched on I 
think perhaps we could discuss very briefly. 
We have mentioned the various types of ob- 
struction due to the more mechanical fac- 
tors. We have also discussed the influence 
of mechanical factors in producing reflex 
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disorders, and we have mentioned such 
things as pulmonary edema. I think we had 
better go on to circulatory complications. 
I would like to ask Doctor Sowell what he 
considers to be the most frequent circulatory 
complication in the practice of anesthesiol- 
ogy. 


DOCTOR SOWELL: Shock is the principal cir- 
culatory complication, and cardiac irregu- 
larities are probably the cause of the next 
greatest concern. Shock must be watched for 
continuously and blood should be available 
for any case in which excessive blood loss is 
anticipated. In the event that blood is not 
available, replace blood loss with plasma. 
Saline or other fluids have no place in the 
treatment of shock — they merely promote 
pulmonary edema. 


DOCTOR BENNETT: As Doctor Sowell men- 
tioned, I think secondary shock, which was 
formerly and still is called surgical shock, 
is due for the most part to loss of circulat- 
ing blood volume. Deep and prolonged anes- 
thesia can also produce circulatory collapse. 
Suddenly produced deep anesthesia may 
produce primary cardiac failure, asystole, 
or sometimes ventricular fibrillation if there 
is some degree of anoxia and carbon dioxide 
retention. That is of course the emergency 
which doesn’t happen too often, but when it 
does it is rather tragic and in most circum- 
stances can be prevented. We might men- 
tion the treatment of cardiac arrest. I think 
in any young, healthy individual who has a 
good heart and has previously had a good 
heart and circulation, cardiac resuscitation 
should be attempted. Any surgeon should 
know how to make a transverse incision in 
the chest, reach in and perform artificial 
circulation by massaging the heart. The 
anesthetist should have simultaneously es- 
tablished artificial respiration with 100 per 
cent oxygen. Carry it out in that fashion so 
that artificial circulation and artificial res- 
piration are established as soon as possible. 
If it is three to five minutes before these 
measures are attempted, one might just as 
well forget it, because the patient is ir- 
reparably damaged. Those two measures are 
about as much as we can say about cardiac 
arrest. It may be stimulated by reflex ac- 
tivities, traction on certain viscera, notably 
the lung. Usually it is accompanied by some 
anoxia or hypoxia, carbon dioxide retention 
or too deep anesthesia. 


DOCTOR REDMOND: Here again it is the 
man who i8 on his toes who makes this 
diagnosis of cardiac arrest before the pa- 
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tient’s mentality resembles that of an arti- 
choke. The surgeon may not notice <essa- 
tion of bleeding for several minutes. He may 
just think he has achieved good hemostasis, 
but the man who is administering the anes- 
thetic is keeping a finger close to the pulse. 
He may notice asystole before the surgeon 
wonders if his patient is alive. It is unfor- 
tunate when the first cause for suspecting 
asystole is lack of bleeding, because it may 
be too late. The other complication that Doc- 
tor Sowell mentioned we will ask him to dis- 
cuss. How does one prevent and treat car- 
diac irregularities? 


DOCTOR SOWELL: Irregularities, in the pa- 
tient who has no cardiac pathology, are most 
generally due to inadequate oxygen in the 
blood. Prevention and treatment are the 
same — provide adequate exchange of the 
anesthetic gas and adequate percentage of 
oxygen. Deep anesthesia may also produce 
irregularities. Reduce the depth of the anes- 
thesia at once. 


DOCTOR REDMOND: 
there other circulatory 
would care to discuss? 


DOCTOR BENNETT: We should mention that 
hypotension associated with spinal anes- 
thesia is very common. This will usually de- 
velop in the first 10 or 15 minutes. The 
spinal is given, the patient is turned over, 
and in a matter of a few minutes severe 
hypotension may occur. It is a primary and 
neurogenic type of shock. There is no loss 
of circulating volume. The circulatory bed 
has become atonic and increased, so it is a 
relative affair. If it is not detected it may 
become extremely severe and the patient 
may be in difficulty before it is recognized. 
It is also interesting to know that respira- 
tory arrest is frequently associated with 
this circulatory failure, probably on _ the 
basis of medullary ischemia. The medulla, 
which harbors the respiratory reflex, also 
contains the circulatory regulators. When 
this mechanism is without sufficient oxygen, 
circulation and respiration may both fail at 
once. I think most cases where the patient 
receives the spinal, is turned over, and in 
a few minutes is dead, are explained by this 
mechanism. It is very unlikely that it was 


Doctor Bennett, are 
complications you 
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a sensitivity to the drug. I might mention 
circulatory collapse due to procaine and co- 
caine reaction. Usually it is due to an over- 
dose of the drug. A large amount of the 
drug gets into the circulatory system and the 
circulation fails. This is another characteris- 
tic of this type reaction. Or there may be 
convulsions associated with it or respiratory 
failure. Again, prevention is the best means 
of avoiding these untoward or undesirable 
reactions. 


DOCTOR REDMOND: Would you mention 
more specifically the prevention of hypo- 
tension from spinal anesthesia. 


DOCTOR BENNETT: In the prevention of the 
hypotension associated with spinals, if you 
have a patient on whom you are going to do 
a spinal who has high blood pressure, is 
debilitated or is arteriosclerotic, a prophy- 
lactic pressor drug is indicated to support 
that patient during this period when hypo- 
tension may occur. Patients who receive 
spinals are much more apt to develop hypo- 
tensions and should be supported with pro- 
phylactic pressor drugs. The pressor drug 
given prophylactically is no guarantee that 
hypotension will not develop. The drug 
should be available for immediate intra- 
venous injection if a severe hypotension 
should occur although an_ intramuscular 
pressor drug was given before the spinal. 
During this period of circulatory distress 
it is probably a good idea to give oxygen in- 
halations to provide a super-saturation of the 
blood that is circulating, thereby preventing 
tissue hypoxia. With procaine reactions it 
is a primary or neurogenic type of shock and 
the treatment is the same, except that in 
prophylaxis the pressor drug is not usually 
given in advance. It is mostly relied upon 
for treatment of these circulatory reactions. 
The preventive measures include avoiding 
the application of anesthetic drugs topically 
to areas where the mucosa is torn or broken 
and too rapid absorption can accur. Avoid 
using high concentrations of the drugs and 
in large amounts, always avoiding intra- 
venous or intramuscular injection by aspir- 
ation before injection. Barbiturate premed- 
ication will minimize the convulsive mani- 
festation of this type of reaction. 
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MEDICINE IN THE NEWS 


THomAS C. Points, M.D. 

‘*Rheumatic Fever’? — Norman and Amelia Lobsenz 
—Today’s Woman, October, page 48. 

The appearance of this article was a very welcome 
one because the subject is one of such great importance 
and should be brought more and more into the eyes 
and thoughts of the public. 

Some quotes from the article that would do for a 
starter — ‘‘Compared with the fatalities from rheu- 
matic fever, polio is a piker and all the other child- 
hood diseases are party games. It kills more youngsters 
and adolescents between the ages of five and 19 than 
anything except accidents. It kills five times as many 
as polio, whooping cough, diphtheria, searlet fever, 
measles, and meningitis all put together. It directly 
causes more than 90 per cent of all heart diseases in 
children. ’’ 

‘*In the last two years rheumatic fever got only 
about $400,000 a year for research. Compare this with 
$25,000,000 for polio, with $14,000,000 to battle cancer.’’ 

To get more money for research you will need some 
big national figure who has had it to promote its re- 
search and these people are hard to find. 

The article is exceptionally well written giving the 
experimental treatment going on but at first the article 
(which is unusual) states, ‘‘For one thing tests on 
six, 10 or a thousand patients are not enough to warrant 
definite conelusions.’’ This is the first time I have 
seen the quotation and hope that other writers will take 
heed from it. 

‘*Brain Food for the Backward Child’’ — Lois Miller 
— Readers Digest, October, page 93. 

Glutamic acid, one of so-called non-essential amino 
acids was found (according to this author) to have 
helped raise the 1.Q. and also the general mental out- 
look of those mentally deficient. A few cases are cited 
and with glowing results. 

I do not know anything about this experimental phase 
but this author was somewhat reserved in her writing, 
which to me is a good sign. Let’s hope it will do these 
children some good and at least it will help the mental 
depression of the parents of these children. 

‘*Double Barreld Hope for Alcoholics’? — Paul de- 
Kruif — Readers Digest, October, page 130. 

This article is a hope giving piece and from what 
I have been able to ascertain, a great deal of truth 
to the substance. Adrenal cortical extract has been 
used for these unfortunates known as alcoholics. This 
one thing that most people hope con be conquered but 
as I understand the work on this material, it is still 
in the preliminary stage which the author fails to 
make clear. 

‘*What to do About an Ulcer’’ Henry La Cossett 

Colliers, September 30, 1950, page 32. 

The title should read ‘‘How to Prevent an Ulcer 
from Infancy’’. The author lays the cause of nearly 
all the ulcers to the internal conflict started in infancy 
by the habit of feeding junior when upset or the con- 
flict between parents. If this was wholly true then I 
believe everybody would have an ulcer. The old saying 
of ‘‘Heaven help the man with one case’’ could surely 
be applied to this manuscript because the whole essence 
is built around one case history from one doctor’s file. 
Also he lays all the cause and treatment through the 
obstacle course of the vagus nerve. The only good 
thing stated is the fact that common sense is the best 
preventive and cure but here we go again, ‘‘what is 
common sense’’, Is it the common man’s sense or the 
con-sent of the public. 

If a great many people read this they could get the 
idea that if they have an ulcer that mammy and pappy 


caused it. 
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P. PB. Russo, M.D., A.B.R., Oklahoma City, was one 
of the authors of ‘*‘Newer Methods of Cholecys- 
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was graduated from St. Louis University School of Med- 
icine in 1930. He is a member of the American College 
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Doctor Kierland was graduated from the University of 
Minnesota in 1933. His specialty is dermatology and 
Syphilology. He has been certified by the American 
Board of Dermatology and Syphilology. Doctor Kier- 
land is president of the Minnesota Dermatological As- 
sociation, American Dermatological Association, Ameri 
can Academy of Dermatology and Syphilology, Society 
of Investigative Dermatology and Consultant for Vet- 
erans Administration and United States Public Health 
Service. He is president of the Minnesota Dermatologi- 
eal Association. Before coming to Rochester, he was 
in general practice in Minneapolis from 1934 to 1936. 


Tullos O. Coston, M.D., Oklahoma City, has an article 
on ‘* Personal Experiences with ACTH and Cortisone 
Therapy’’ in the November issue. Doctor Coston, whose 
specialty is ophthalmology, was graduated from Johns 
Hopkins University in 1930. He has been certified by 
the American Board of Ophthalmology. He is a member 
of the Johns Hopkins Medical and Surgical Society, 
Wilmer Residents Society, and American Academy of 
Ophthalmology and Otolaryngology. 


E. D. Greenberger, M.D., F.A.C.R., McAlester, wrote 
‘*Outside Looking In — The Acute Abdomen’’. Special 
izing in radiology, he is a member of the Radiological 
Society of North America, and a Fellow of the Ameri- 
ean College of Radiology. He was graduated from New 
“ork University Medical College in 1932. He has prac- 
ticed in MeAlester since 1935 with the exception of 
three years in the service in World War II. He is vice 
president of the Pittsburg county society. 


John S. Knight, M.D., M.A., M.Se., Kansas City, is 
the author of ‘‘What the Family Medical Advisor 
Should Know About Fenestration Surgery’’ in the No 
vember Journal. Doctor Knight, who limits his practice 
to his specialty, otolaryngology and broncho-esophagol- 
ogy, was graduated from the University of Pennsyl- 
vania in 1925. Doctor Knight is a member of the Amer 
ican Academy of Ophthalmology and Otolaryngology, 
American Broncho-Esophagological Association, Ameri- 
ean College of Chest Physicians, Kansas City Society 
of Ophthalmology and Otolaryngology, Kansas City 
Southwest Clinical Society, Kansas City Anatomical 
Society and is president of the Kansas City Society 
of Ophthalmology and Otolaryngology and Association, 
Otolaryngology, University of Kansas School of Med 


icine. 
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When there is a tendency toward hemorrhoids, when hemorrhoids 
are present or after hemorrhoidectomy — when avoidance of strain- 
ing is desired—Metamucil’s smooth, demulcent action conforms to 
accepted bowel management. 


Metamucil softens the fecal content, stimulates peristalsis by 
supplying plastic, bland bulk and encourages easy, gentle, reg- 
ular evacuation without irritation or straining. 

Metamucil is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined with dextrose 
(50%) as a dispersing agent. 


G. D. Searle & Co., Chicago 80, Illinois. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


METAMUCIL 
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Dresident’s 


Within the next few days, people all over this free country of ours which we are proud to call America will 
be going to the polls to vote. It is hoped that every individual in this great land will exercise his or her right of 
franchise. Doctors of medicine should not be expected to take any more interest than any other group of people or 
profession except for the fact that our own profession is being subjected to a great deal of unfair and unwarranted 
criticism at this particular time. It is the solemn duty then of every individual doctor to be cognizant of the 
many attacks made on the profession. For example, during the past year the Oklahoma State Medical Association 
records were scrutinized by the F. B. I. and also the records of the Beckham County Society and those of Blue 
Cross and Blue Shield. This investigation is only one of some 25 such medical sorieties which have been checked. 
The American Medical Association has been entertaining members of the Federal Bureau of Investigation for sev- 
The Illinois State Society records are now being carefully gone over. 





Jage 


‘ral months. 


Several anti-trust suits similar to the Staff of the Community Hospital at Elk City, versus the Beckham County 
Society have been filed. However, during the past few weeks there has come a ray of hope and encouragement from 
On September 28th of this year, Judge Claude McColloch ruled that Oregon’s organized medicine 


two such suits. 
Physician’s Service is not a 


has not violated the Sherman anti-trust act in its prepaid service, and that Oregon 
conspiracy but rather an entirely legal and legitimate effort by the profession to meet the demands of the times 
for broadened medical and hospital service. 


In another suit in the State of Washington in which the facts were very similar to those in the case of the 
Community Hospital versus the Beckham County Society, Judge Howard M. Findley of the Superior Court of 
King County ruled in favor of the defendants which were the Members of the King County Medical Society versus 
Group Health Cooperative of Pudget Sound. Why have these attacks been made on the profession except to 
intimidate the members and put them in a bad light before the American Public. Who do you suppose instigated 
these insults; every doctor must already have the answer. 


Many bills were presented in Congress during the last session setting up some form of Government medicine; 
fortunately not one was ever permitted to come close to passing either house. It is reliably reported that one 
Congressman who has an entré to the White House at all times is none other than Andy Beimiller of Wisconsin. 
He is responsible for submitting four bills in the Congress this year; all having to do with giving Federal Aid 
to medical education. Again, these have all been defeated. The recent attacks on the American Medical Association 
and its National Advertising Program by the Federal Security Administrator, Oscar Ewing, first at the meeting 
of A. F. L. in Houston and secondly, before American Jewish Congress is certainly sufficient to arouse resent- 
ment and incite the wrath of every doctor in our country. 


The pamphlet which has been prepared and distributed by the Democratic National Committee entitled ‘‘ Better 
Medical Care Than You Can Afford’’ and also the ‘‘Training Kit for Leaders’’ is another piece of propaganda. 
It is a discussion of the ‘‘Administration Health Program’’ in which an attempt has been made to protest 
voluntary insurance as compared with government insurance. The information contained in this booklet is like the 
is surrounded by misinformation, misrepresentation of facts 


entire program for compulsory health insurance; it 
It is hereby sug- 


and simple fallacies. The claims for governmental medicine are exaggerated and impossible. 
gested that every doctor obtain a copy of this booklet and familiarize himself with its contents before voting time. 


determine to a degree the seriousness of the battle between govern 
Therefore, it is the duty of every doctor to 
will help to maintain the 


The results of the coming election will 
mental medicine and the voluntary system for the next two yars. 
acquaint himself with those seeking election and vote for those who in your judgment 
American way of life. 

Now is the time to learn the art of good citizenship and the dangers of lethargy and non-voting: 


A. Be sure to vote and see that every eligible member of your family votes. 


B. Provide time for yourself and your employees to vote and encourage others to do likewise. 


C. Ask your patients to vote and encourage those who will be in the hospital on election day to make use 
of the Absentee Ballot. 








D. Offer your car to the Auxiliary who are doing such a wonderful job in this fight. 
E. Remember that important elections have been won or lost by one vote. It could happen again and that 
vote might be yours. 


‘*It Can Happen Here’’ 


President 
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SULFADIATINE SULFAMERATINE COMBINED 


Palatable, low-toxicity sulfonamides which 
are even less toxic lin so far as renal dam- 


age is concerned) than either drug alone 


Each 30 cc. contains 
Sulfadiazine, microcrystalline 
1.5 Gm. (22 gprs.) 
Sulfamerazine, microcrystalline 
1.5 Gm. (22 grs.) 
Eoch teaspoonful (5 cc.) supplies 0.5 
Gm. (7% grs.) of total sulfonomides 





WARREN STEED 


THE WARREN-TEED PRODUCTS 
Cc LUM BU S 8 oHn!tO 
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DOCTORS DRAFT AUTHORIZED 
BY CONGRESSIONAL ACTION 


Receiving the approval of the profession generally 
throughout the nation, Public Law No. 799, providing 
for special registration, classification, and induction of 
certain medical, dental and allied specialist personnel 
was passed September 9, 1950. The law, which was 
passed in an unusually short time, was actively supported 
by the Oklahoma Physicians Veterans organization. 

The law amends the Selective Service Act by adding 
the following provisions: 

Authorizes the President to require special registra- 
tion of and on the basis of requisitions submitted by 
the Department of Defense and approved by him, to 
make special calls for male persons qualified in needed 
medical, dental, and specialist categories who have not 
reached the age of 50 at the time of registration. 

Provides that persons called shall be liable for in- 
duction for not to exceed 21 months of service. Further, 
that reserves will not be liable for registration or in- 
duction since they are already subject to direct call 
from their component military service. 

In registering and inducting persons covered by this 
public law, the President is authorized to register and 
induct in the following order of priority: 

1. Former ASTP and V-12 students and such per- 
sons who were deferred during World War II for the 
purpose of pursuing a course of instruction in one of 
these covered categories, who have had less than 90 
days of active duty in the armed forces or the Public 
Health Service, exclusive of the time spent in post- 
graduate training. 

2. The same group as covered in the first category 
who have had 90 days or more but less than 21 months 
of active duty in the military or Public Health Ser- 
vices, exclusive of the time spent in postgraduate train- 
ing. 

3. Those who. did not have active service in the milli- 
tary or Public Health Services subsequent to September 
16, 1940. 

4. Those not included in the first and second priori- 
ties who have had active service in the military or 
Public Health Services subsequent to September 16, 1940. 
Induction of persons in this fourth priority group shall 
be made in accordance with regulations providing that 
those who have had the least amount of service shall 
be called ahead of those with more service. 

Provides for deferment of covered registrants whose 
deferment is found to be equitable and in the national 
interest. Expresses the wish of Congress that the Presi 
dent shall provide for the annual deferment of pre- 
medical, ete. students at least equal to the number of 
such students in attendance at colleges and universities 
in the United States at the present levels. 

Provides that a National Advisory Committee be 
established to advise the Selective Service System and 
to coordinate the work of state and local voluntary 
and advisory committees as may be established to co- 
operate with the Naticeial Advisory Committee. The 
committee is intended to parallel the Procurement and 
Assignment program of World War II. 

Provides that any reserve officer called to active duty 
with or without his consent shall be entitled to the $100 
per month pay bonus. 

The rules and regulations for administration of the 
bill have not yet been issued. Until that time, it is 
not clear just how those affected by the draft law may 
qualify themselves for the $100 a month pay bonus. 
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MILITARY SERVICE COMMITTEE 
ASSISTS ARMED FORCES 


Organization of the Oklahoma State Medical Associa- 
tion Committee on Military Service has been completed 
and county societies have been requested to appoint 
county committees on military service which will act 
in an davisory capacity to the state committee in mat- 
ters affecting the individual counties. Members of the 
state committee, of which F. Redding Hood, M.D., Okla- 
homa City, is chairman, include: A. N. Deaton, M.D., 
Wewoka; C. M. Bloss, M.D., Holdenville; Roy L. Fish- 
er, M.D., Frederick; Lee Wilhite, M.D., Perkins; Ray 
Lindsay, M.D., Pauls Valley; W. G. Chestnut, M.D., 
Miami; Jack L. Myers, M.D., El Reno; R. R. Coates, 
M.D., Chickasha; A. T. Baker, M.D., Durant; F. C. 
Lattimore, M.D., Kingfisher; Joe L. Duer, M.D., Wood- 
ward; W. D. Hoover, M.D., Tulsa; J. D. Shipp, M.D., 
Tulsa; J. F. Park, M.D., McAlester; J. B. Hollis, M.D., 
Mangum; Shade Neely, M.D., Muskogee; and Milam F. 
McKinney, M.D., Oklahoma City. The committee is fully 
representative, both geographically and by councilor dis- 
tricts, and also representative of World War I vet- 
erans, World War II veterans and non veterans. 


In the calling up of reserve medical officers, the 
committee has cooperated fully with the Oklahoma Mili- 
tary District and has in turn received fu!l cooperation 
not only from the Military District but from the Fourth 
Army. It should be emphasized however, that it has 
not been the function of the committee to select the 
reserve officers who will be called to active duty. That 
selection is essentially the prerogative of the Military 
District. The committee is not in a position to question 
those selections except in instances in which the medical 
care availab’e in the community from which a particular 
reserve officer is called will be adversely affected. 


RESERVE QUOTA CUT 


Oklahoma’s quota of reserve medical corps officers 
has been cut from 14 to nine, the Fourth Army has 
announced through the Oklahoma Military District. 


As has been previously announced in the press, the 
military forces, not withstanding the passage of the 
doctor draft bill, will continue to call up reserve medi- 
cal corps officers as the need may arise, when such 
officers cannot be secured through the doctor draft act. 

It is thought that such reserve officers recalled to 
duty will, in the majority of instances, be those with 
training in the specialty fields. While it is not known 
whether or not there will be additional calls for reserve 
officers, recent releases from the army indicate as 
medical installations are re-opened and activated, such 
calls for reserve officers probably will be necessary. 

A few physicians seem to be confused as to whether 
or not they are now in the reserve. It is suggested 
that all physicians who may have any doubt as to their 
present status should immediately write and secure an 
official determination. To ascertain his status, a phy- 
sician should write to the appropriate address in the 
following list for authoritative information. 

ARMY—Oklahoma Military District, Tinker Air Field 
Base, Oklahoma City. 

NAVY—Eighth Naval District, New Orleans, Louis- 
iana. 

AIR CORPS—Headquarters, 14th Air Force, Robins 
Air Force Base, Georgia. 





November, 1950 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


a[new|drug... 


for the treatment of ventricular arrhythmias 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 














Oral administration of Pronesty] in doses of 3-6 grams 
per day, for periods of time varying from 2 days to 
3 months, produced no toxic effects as evidenced 
by studies of blood count, urine, liver function, 
blood pressure, and electrocardiogram. Pronestyl 
may be given intravenously with relative safety. 


PRONESTY. 18 A TRADEMARK OF £.®. SQUIBS & SONS 


Pronesty! Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty! Hydrochloride Solution, 100 mg. per cc., 10 cc. vials. 


For detailed information on dosage and administration, write for 
literature or ask your Squibb Professional Service Representative. 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1868, 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


A.M.A. MEETS IN CLEVELAND 
DECEMBER 5-8 


Better start now, Doctor, plotting a scheme for a 
colleague to take your OB calls for a week so that you 
ean get out of the office for a holiday and that 
refresher’’ awaiting you at the A.M.A, Cleveland Ses 


sion for General Practitioners, December 5-8. 


‘clinical 


Cleveland won't offer the abalone steaks and cable 
ears of San Francisco or the boardwalk beach of At 
lantie City but it will offer you, besides the fow 
days of demonstrations and lectures, ample opportunity 
to take care of the inner man at fine restaurants with 
evenings of relaxing entertainment at its most modern 
theatres. 

Clinical sessions will be under outstanding teachers 
with attendance at these meetings limited so that you 
can eiter into the discussions and inquire about your 
own problems. Doctors will hear leading medical au 
thorities discuss treatment of actual cases of cancer. 

The scientific exhibit will offer special demonstrations 
on fractures, Giabetes, rheumatism and arthritis. Tech 
nical exhibits will feature the latest developments in 
drugs, equipment, books and allied medical products. 

Meetings of the House of Delegates will be open to 
all members of the medical profession, and visitors in 
related fields are weleome to attend the sessions which 
will be held Tuesday and Wednesday, December 5 and 
6. 

Color telecasts of surgery, clinical treatment and ex 
amination at University Hospital in Cleveland are ear 
marked as one of the highlights of the meeting. 

Another outstanding event will be thé election of 
America’s typical family doctor to receive one of med 
icine’s highest honors the General Practitioner’s 
Award. Doetors in line for this reeognition are nomi- 
nated annually by local and state medical societies and 
elected by the House of Delegates. The award goes to 
the doctor who best exemplifies the profession’s stan 
dards of service to patients, community and country. 

Last year’s Clinical Session in Washington, D. C. 
drew over 4,000 doctors from every part of the United 
States. This year, the A.M.A. has issued a_ blanket 
invitation to all members of ‘the Canadian Medical 
Association, which should increase normal attendance. 


CARDIOLOGY COURSE SLATED 
FOR TULSA NOVEMBER 15-17 


Sponsored by the Division of Postgraduate Instruc- 
tion of the University of Oklahoma School of Medicine 
and the Tulsa Heart Association, a three day post grad 
uate course in Cardiology will be held in Tulsa, Okla- 
homa, November 15, 16, and 17, 1950. 

One of the guest instructors will be Thomas J. Dry, 
M.D., Mayo Clinic, Rochester, Minnesota. Advanced 
registration fee is requested and is $15.00. Registration 
fee should be sent to the Office of Postgraduate In- 
struction, University of Oklahoma School of Medicine, 
801 N. E, 13th., Oklahoma City, Oklahoma. 


PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 
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TRAUMATIC AND DISASTER SURGERY 
CIVILIAN DISASTER SYMPOSIUM 
GIVEN AT MEDICAL SCHOOL 


More than 50 physicians attended the postgraduate 
course in traumatic and disaster surgery and 100 lay 
personnel enrolled in the symposium to civilian pre 
paredness held in October at the University of Oklahoma 
School of Medicine. While most of the enrollments came 
from Oklahoma, several were enrolled from bordering 
states with attendance recorded from Kansas City, Den- 
ver, and New Orleans. 

Courses were sponsored by the Oklahoma State De 
partment of Heath, Oklahoma State Medical Associa 
tion and the Department of Surgery and the Division 
of Postgraduate Instruction of the University of Okla 
homa School of Medicine. 

Guest instructors included Lt. Col. Michael D. Buscemi, 
M.D., Assistant Director Department of Medicine and 
Surgery, Medical Field Service School, Fort Sam Hous- 
ton, Texas; Oscar P. Hampton, Jr., M.D., Instructor 
Orthopedic Surgery, Washington University School of 
Medicine, St. Louis, Mo.; Capt. Meredith Mallory, M.D., 
Instructor, Department of Medicine and Surgery, Med- 
ical Field Service School, Fort Sam Houston, Texas; 
John E. MeDonald, M.D., Tulsa, Visiting Lecturer of 
Orthopedic Surgery, University of Oklahoma School of 
Medicine; Mr. Donald G. Nelson, Radiological Health 
Branch, United States Publie Health Service, Washing- 
ton, D. C.; Howard E, Snyder, M.D., Lecturer in Sur- 
gery, University of Kansas; and Edwin G. Williams, 
M.D., Chief, Radiological Health Branch, United States 
Publie Health Service, Washington, D. C. Several Okla- 
homa City physicians also appeared on the program. 

An orientation course designed to present basic facts 
in handling casualties of any sort with emphasis being 
placed upon radiation imjuries because of their new- 
ness, films and discussion periods were included on the 


program, 


INTERNAL MEDICINE COURSE 
OFFERED IN S. W. PART OF STATE 


Physicians in the southwestern Oklahoma area who 
wish to enroll in the postgraduate Course in Internal 
Medicine are asked to mail their enrollment cards and 
fee to the Executive Office, 1227 Classen, Oklahoma 
City as soon as possible. Fee for the 10 week course 
is S20.00, 

The Internal Medicine course will begin in the seventh 
circuit November 27 with Clinton, Elk City, Altus, Man 
gum and Hobart as the teaching centers. Instructor is 
Robert M. Becker, M.D. Physicians are reminded that 
the course will recess during the Christmas holidays. 

Doctor Becker will complete his instruction in the 
sixth circuit November 24 where teaching centers were 
Oklahoma City, Shawnee, Wewoka, Norman and Pauls 
Valley. Attendance has been reported excellent in all 
sections of the state during the vear and a half that 
the course has been in progress. 


to the Medical Profession since 1903. 


THE ZEMMER CO., PITTSBURGH 13, PA. 
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SIMPLE TEST PROVES INSTANTLY 





PHILIP MORRIS ARE LESS IRRITATING 


Now you can confirm for yourself, 
Doctor, the results of the 


published studies* QTR ae Ze) inlet 


... light upa 
PHILIP Morris 
Take a puff —- DON’T INHALE. 


Just s-l-o-w-l-y let the smoke come 
through your nose. AND NOW 


... light up your 
present brand 
DON'T INHALE. Just take a puff 
and s-l-o-w-l-y let the smoke come 
through your nose. Notice that bite, 


that sting? Quite a difference from 
PHILIP Morris! 


With proof so conclusive . . . with 
your own personal experience added 
to the published studies* . . . would 
it not be good practice 
to suggest PHILIP MorRIS 


to your patients who smoke? 


PHILIP MorRRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 


*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No 
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ST. LOUIS IS SOUTHERN MEDICAL 
1950 CONVENTION CITY 


St. Louis Medical Society is host to the Southern 
Medical Association when it meets in that city November 
13-16, 1950 for the 44th Annual Meeting. A complete 
Frisco overnight train schedule appears on this page 
for the convenience of Oklahoma physicians. 

All meetings, exhibits, and registration will be held in 
Kiel Municipal Auditorium which will be General Head- 
quarters. There will be no hotel headquarters but trans- 
portation is not difficult from any of the leading hotels. 

The first two days of the meeting, Monday, Novem- 
ber 13, and Tuesday, November 14, will be oecupied 
with general clinical sessions covering the whole field 
of medicine. There will be medical and surgical sessions 
each of these days conducted by men outstanding in 
special fields. Each session will be followed by a ques- 
tion and answer period. The following two days, Wed- 
nesday and Thursday, November 15 and 16, meetings of 
the 21 sections will be held. There also will be several 
conjoint meetings. 

Scientific exhibits are expected to be outstanding be- 
cause of the position of St. Louis as a medical center 
and its two widely known medical colleges. 

Tuesday evening, November 14, there will be a sub- 
scription dinner for all members of the Association and 
their guests, followed by a dance. Special tables may 
be reserved for parties, 

Hotel reservations clear through the Housing Bureau, 
Southern Medical Association, 911 Locust Street, Room 
406, St. Louis, Mo. 

OVERNIGHT TRAIN SERVICE, DIESEL POWERED 
STREAMLINED TRAIN ‘‘*THE, METEOR’? 
SOUTHERN MEDICAL ASSOCIATION, 

ST. LOUIS, Nov. 13, 14, 15, 16, 1950 
SCHEDULE 
Lve. Okla. City Frisco 7:00 P.M. daily 
Lve. Sapulpa Frisco 9:03 P.M. daily 
Lve. Tulsa Frisco 9:45 P.M. daily 
Arv. St. Louis Frisco 7:45 A.M. next day 

Lve. St. Louis Frisco 7:00 P.M. or 11:20 P.M. daily 
Arv. Tulsa Frisco 5:30 A.M. or 10:00 A.M. next day 
Arv. Sapulpa Frisco 6:18 A.M. or 10:43 P.M. next day 
Arv. Okla. City Frisco 8:25 A.M.or 1:30 P.M..next day 
RATES 
RAILROAD 
From Okla, City From Tulsa 
Round trip fare to St. Louis $36.40 
PULLMAN 
Lower berth rate to St. Louis $ 6.15 
Roomette rate to St. Louis 8.63 
Bedroom rate (1 passenger) to 
St. Loufs 11.67 
Bedroom rate (2 passengers) to 
St. Louis 3.51 


L. J. STARRY, M.D., HEADS 
S. W. SURGICAL CONGRESS 


L. J. Starry, M.D., Oklahoma City, took office as 
president of the Southwestern Surgical Congress at the 
second annual meeting of the group in Denver, Sep- 
tember 25-27. 

Another O.S.M.A. member, C. R. Rountree, M.D., Ok- 
lahoma City, is secretary of the group. Officers elected 
at the meeting include Michael Ellis DeBakey, M.D., 
Houston, president-elect; and Kenneth C. Sawyer, M.D., 
Denver, vice-president. 

Next year the Southwestern Surgical Congress will 
meet September 24, 25, 26 at the Jefferson Hotel, St. 
Louis. 
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GRIEVANCE COMMITTEE 
URGES COOPERATION 


Grievance Committee of the Oklahoma State Medical 
Association, now in its second year of operation, is 
continuing to consider the complaints of patients con- 
cerning fees and service of the members of the profes 
sion. The Committee has been encouraged by the fact 
that the number of such complaints has been relatively 
small. The Committee would like to call to the atten- 
tion of the membership tliat it cannot succeed in dis- 
charging its responsibility to the profession and the 
public without the wholehearted cooperation of every 
member of the Association. 


The Committee’s procedure for the investigation and 
consideration of complaints has been designed to safe 
guard comp-etely the rights and interests of any phy 
sician against whom a complaint is filed. The very pro- 
cedure places on each physician the responsibility of 
cooperating with the Committee in the course of its in- 
vestigation. 


Aside from the complaints of individual patients, 
the Committee from time to time receives suggestions 
and criticisms from other organizations and governmen- 
tal agencies. Since such matters often affect very ma 
terially the public relations of the profession, they are 
given every consideration by the Committee. 


Among those suggestions has been one received from 
the State Department of Health indicating that in 
some instances doctors of medicine in the state have 
refused to file birth certificates as required by law and 
the rules and regulations of the department. In that 
connection, the Committee wishes to point out to every 
member of the Association the pertinent provisions of 
the statute which require the filing of birth certificates 
by physicians in attendance at birth. 


The following citations are from the Vital Statistics 
Law found in the 1949 Cumulative Supplement to the 
Oklahoma Statutes 1941, and read as follows: 


TITLE 63, SECTION 560.3, PARAGRAPH A. 
‘*Within the time prescribed by the commissioner a cer 
tificate of every birth shall be filed with the local reg 
istrar of the district in which the birth occurred, by thé 
physician, midwife, or other legally authorized perso1 
in attendance at the birth; or if not so attended, by 
one of the parents.’’ 


TITLE 63, SECTION 560.4, PARAGRAPH A. ‘‘A 
certificate of every death or stillbirth shall be filed wit! 
the local registrar of the district in which the death o1 
stillbirth occurred within three days after the occurrence: 
is known; or if the place of death or stillbirth is no 
known then with the local registrar of the district i 
which the body is found within 24 hours thereafter. h 
every instance a certificate shall be filed prior t 
interment or other disposition of the body.’’ 


TITLE 63, SECTION 560.13, PARAGRAPH C, ‘‘ Ex 
cept where a different penalty is provided in this se 
tion any person who violates any of the provisions « 
this Act or neglects or refuses to perform any of th 
duties imposed upon him by this Act, shall be fined n 
more than One Hunderd Dollars ($100.00).’’ 


It should be pointed out that the above provisions ar 
mandatory and do not permit the physician to dela 
the filing of a birth or death certificate in an effort t 
collect his fee. 
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HAVE YOU HEARD? 


Thomas Dobbins, M.D., Beckham-Custer county health 
physician for the past three years and a retired colonel 
in the U.S. army, was called back to duty at Jefferson 
Barracks, Mo., in September. 

Tom Wainwright, M.D., Mangum, spoke on the pre- 
vention of emotional conflicts through mental hygiene 
at the Mangum Business and Professional Women’s 
club recently. 

H. E. Denyer, M.D., Bartlesville, spoke on hayfever 
at the weekly Kiwanis club luncheon in that city Sep 
tember 13. 


J. E. Childers, M.D., has re-opened his clinie in 
Tipton, Oklahoma after being ill for several months. 

Robert C. Tavlin, M.D., has recently moved from 
Moreland to Okeene. 

A. A, Hellams, M.D., psychiatrist who has just re 
turned from two years duty in Tokyo, Japan, where he 
was in charge of the army’s psychiatric center, has 
opened a private practice in association with the Coyne 
Campbell Clinic, Oklahoma City. 

M. B. Scott, M.D., and Mrs. Scott, Delaware, cele 
brated their 50th wedding anniversary September 12. 


C. L. Johnson, M.D., Bartlesville, was named chair 
nan of the Washington district of the Boy Scouts re 
ently. 

Claire B. Sledge, M.D., is now associated with the 
Rutherford-Dixon Clinic in Midwest City. 

W. R. Miller, M.D., has returned from Sterling, Ne 
raska and is now associated with O. G. Bacon, M.D., 
‘rederick. 


H. G. Ryan, M.D., Healdton, is now stationed at 
amp Polk, La., with the 45th division. 


James M. Bayless, M.D., ® graduate of the University 
f Oklahoma School of Medicine, is now practicing at 
soise City, Oklahoma. 


Arlo Cox, M.D., Watonga, is taking a vear’s leave of 
bsence and is moving to Marianna, Florida. He will 
uter the Public Health service and will be director of a 
wo county health unit in Florida. 


Rush L. Wright, M.D., Poteau, is the new chairman 
f the LeFlore County Red Cross chapter. 
G. H. Yeary, M.D., has opened a new clinic in New- 
rk, 
J. E. Wallace, M.D., Tulsa, has received an engraved 
rtificate and a silyer medal hanging from a tiny repli 
of the Cuban flag from the Cuban government for 
s contribution to the Cuban liberation from Spain. 
John Lamb, M.D., Oklahoma City, spoke at a Gen 
il Practitioners meeting in Salt Lake City, Utah in 
‘ptember. His topics were ‘‘Eczema, Diagnosis and 
eatment,’’ ‘‘Therapy of Acne,’’ ‘* Psychogenie Fae 
in Dermatoses,’’ ‘‘Cancer and Pre-Cancer of the 
in.’’ Doetor Lamb also visited Colorado Springs, 
anitou, Estes Park, Yellowstone Park and Idaho Falls. 
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PHYSICIANS of the South have an 

urgent call to St. Louis for the annual 
meeting of the Southern Medical Associa- 
tion, Monday, Tuesday, Wednesday and 
Thursday, November 13-16. Medical meet- 
ings are essential in times of war as well as 
in times of peace. In the light of the world 
situation today this meeting of the Southern 
Medical Association may be the last com- 
plete general medical meeting to be held for 
some time to come. With this thought in 
mind, it is very important that all physicians 
take advantage of this opportunity to bring 
themselves up to date on the latest develcp- 
ments in the profession. 


‘THE ST. LOUIS meeting will be one of 

the most complete medical meetings ever 
offered to the profession. Every phase of 
medicine and surgery will be covered in the 
general clinical sessions, the twenty-one sec- 
tions, the five conjoint meetings and the 
scientific and technical exhibits 


EGARDLESS of what any physician 

may be interested in, regardless of how 
general or how limited his interest, there 
will be at St. Louis a program to challenge 
that interest and make it worthwhile for 
him to attend. 


EMBERS of state and county medical 

societies may attend. Eligible physi- 
cians, members of state and county medical 
societies in the South can be and should be 
members of the Southern Medical Associa- 
tion. The annual dues of $8.00 include the 
Southern Medical Journal, a journal val- 
uable to physicians of the South, one that 
each should have on his reading table. 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
BIRMINGHAM 3, ALABAMA 
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PIONEER PHYSICIANS HONORED BY 50 YEAR PINS, LIFE MEMBERSHIP 


Four of Oklahoma’s pioneer physicians have joined 
the ranks of the 50 Year Club and a Life Membership 
has also been awarded. All presentations were made 
by O.S.M.A. President Ralph McGill, M.D., Tulsa, at 
a meeting of the Tri-County (Choetaw-MeCurtain-Push- 
mataha) Medical, Dental and Pharmaceutical Society. 
New members of the 50 Year Club are J. T. ‘*Thad’’ 
Moreland, M.D., Idabel; Robert L. Gee, M.D., Hugo; 
Lemuel E. Gee, M.D., Broken Bow; and John 8S. Law- 
son, M.D., Clayton. Addie W. Clarkson, M.D., Valliant, 
Was presented a Life Membership. 


Doetor Moreland, who was the first member of the 
medical society in his county, attended Chattanooga 
Medical College, Tennessee, 1896-1899. Before grad 
uating from Chattanooga in 1901, he practiced medicine 
in Hemstead County, Arkansas, after passing an exam- 
ination given by the county board of examiners at 
Washington, Arkansas. Following his graduation he 
returned to his home town of Ellijay, Georgia, and 
practiced there until 1903 when he came to Mitchell (now 
Idabel, Oklahoma). Doctor Moreland was one of a fam- 
ily of seven and recalls, ‘‘My parents were poor and 
so could not send me off to college, and so I went to 
work and made my own way. You will readily under- 
stand why I did not finish up school right along, as I 
had to work some and attend school some, and in this 
way finish up my college education.’’ He was born 


May 8, 1871. 


Born near Prescott, Arkansas, January 25, 1878, 
Doctor Robert E. Gee has practiced in Hugo since 1914. 
He entered Beaumont, Marion, Sims Medical College, 
St. Louis, Mo., in 1898, and after his second year in 
college he passed the board of medical examiners in 
Prescott, Arkansas, and received a license to practice 
medicine in Boughton, Arkansas. Practicing there till 
1901 when he entered the College of Physicians and 
Surgeons in St. Louis, Mo., he returned to Arkansas, 
practicing at Prescott following his graduation in 19053. 
He moved to Fort Towson, Indian Territory in 1904. 
Doctor Gee was president of the Choctaw County Med- 
ical Society the first year of statehood. In 1907 he did 
postgraduate work in the New York Postgraduate Col 
lege and was resident surgeon in the South Baltimore 
Eve, Ear, Nose and Throat Hospital in 1913-14. Fol- 
lowing his residency, he came to Hugo where he has 


lived since that time. 


Spending his boyhood on a farm in Texas, Lemuel 
E. Gee, M.D., was born June 24, 1878 at Gladewater, 
Texas. He received his medical education at the Memphis 


Hospital Medical School and began his medical prac- 
tice in June, 1900, under a preceptor. He received his 
M.D. degree in 1901, and immediately came to Indian 
Territory where he located at Wade, later moving to 
Caney, I.T. While in Atoka County, he was secretary 
of the county medical society for many years. 


In 1929 he moved to Texas and practiced at Green- 
ville where he was full time county health officer for 
seven years until he returned to Oklahoma as resident 
doctor of the Dierks Lumber and Coal Company at 
Broken Bow. The immediate past president of the 
Choctaw-MeCurtain-Pushmataha Society, he is still in 
private practice and physician for the Dierks Company. 


Another native Georgian is John Lawson, M.D., Clay- 
ton. Now 78 years old, he lived in Atlanta until he was 
11. As a young boy he helped farm and worked in gold 
and coal mines in Alabama and Georgia. Then his father 
moved the family west to Arkansas and on into the 
Choctaw country around i889. Doctor Lawson attended 
medical school at the University of Tennessee and was 
graduated in 1901. He set up practice in the San Bois 
area, then at Maysville, going to the Pushmataha region 
in 1909, Doctor Lawson is still practicing and still cov- 
ering a 25 mile circle around the rugged mountain 
country. 


A. W. Clarkson, M.D., who retired in 1945, was 
awarded a life membership. Friends depict his life as 
one of hard work, personal sacrifice and service to hu 
manity. He was born September 27, 1869, in St. Claire 
County, Missouri, near the county seat town of Oceola. 
When only four years of age, his father moved the 
family across the Indian Territory by covered wagon. 
The family settled in the Faught community, near 
Paris, Texas, and engaged in farming. Doctor Clarkson 
attended the community school at Faught, and spent 
two years in Doctor Gowdy’s school for boys at Paris, 
Texas. Doctor Clarkson attended Tulane University at 
New Orleans for three years graduating with honors 
in 1892. His graduation thesis was written on ‘‘ Swamp 
Fever or Malaria Hematuria’’. This thesis stimulated 
him to settle in Manchester, Texas, a settlement just out 
of the Red River bottom, as many cases of swamp feve 
were occurring in the community at that time. In 1895 
he married Miss Mattie Womack. Dr. and Mrs. Clark 
son had six children. He practiced medicine and farme: 
in Red River country for 20 years but in 1912 moved t 
Valliant, Oklahoma in order to be near a high schoo 
for his children. He practiced medicine in that com 
munity until his retirement. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


ANNOUNCEMENTS 


SOUTHERN MEDICAL ASSOCIATION. November 
13 16, 1950, St. Louis, Mo. For reservations address the 
Housing Bureau, Southern Medical Association, 911 
Locust Street, Room 406, St. Louis 1, Mo. No hotel 
will be designated as general hotel headquarters as all 
meetings and scientific and technical exhibits will be 
held in Kiel Municipal Auditorium. A complete Frisco 
train schedule to St. Louis appears elsewhere in this 


issue. 


AMERICAN COLLEGE OF PHYSICIANS. Thirty- 
secund annual session, April 9-13, 1951. St. Louis, Mis- 


souri. 


AMERICAN MEDICAL ASSOCIATION INTERIM 


SESSION. December 5-8, Cleveland, Ohio. 


AMERICAN COLLEGE OF CHEST PHYSICIANS. 
November 13-18, 1950. Hotei New Yorker, New York, 
New York. 


AMERICAN DIABETES ASSOCIATION. November 
12-18 is Diabetes Detection Week. Last year’s cam- 
paign uncovered approximately 7,500 hidden diabetics 
throughout the country. Physicians are asked to co 
operate with the self-testing A.M.A. approved program. 


PEDIATRIC POSTGRADUATE COURSE. The Uni 
versity of Arkansas School of Medicine, Little Rock, 
announces a postgraduate course in pediatrics at the 
University of Arkansas School of Medicine November 
6 and 7, 1950. The course is sponsored by the Pediatric 
Department, University of Arkansas School of Medicine, 
Maternal and Child Health Division of the State Board 
of Health and the Arkansas Medical Society. Two prom 
inent speakers are scheduled for the program. All in- 
terested physicians, nurses and public health workers 
are invited to attend. No fee will be charged. 


SOUTHWEST REGIONAL CANCER CONFER 
ENCE, Tarrant County Medical Society announces the 
fourth annual Southwest Regional Cancer Conference 
will be held in Fort Worth, Texas, November 14 and 
15, 1950, at the Blackstone Hotel, under the auspices 
of the Tarrant County Medical Society and the Tarrant 
County Unit of the American Cancer Society. Guest 
speakers will inelude: Carl Eggers, M.D., orthopedist, 
Galveston; A. J. Donnelly, M.D., pathologist, Phila 
delphia; William 8S. MecClune, M.D., surgeon, Washing- 
ton, D.C.; U. V. Fortmann, M.D., radiologist, Cleveland; 
Peter A. Rosi, M.D., surgeon, Chicago. The conference 
will consist of a tumor clinic on the evening of Novem- 
ber 14, and morning and afternoon sessions on Novem 
ber 15. There will be no registration fee. Any other 
information may be obtained by writing the Tarrant 
County Medical Society, 209 Medical Arts Building, Fort 
Worth 2, Texas. 


RADIOLOGICAL SOCIETY OF NORTH AMERI- 
CA. Thirty-sixth annual meeting will be held in Chi- 
eago, Palmer House, December 10-15, 1950. 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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BOOK REVIEWS 


MEDICAL DIAGNOSIS, APPLIED PHYSICAL DI- 
AGNOSIS. Edited by Roscoe L. Pullen, M.D., F.A.C.P. 
Second Edition, Philadelphia, W. B. Saunders Com 


pany. 1950. 


The Department of Medicine in medical schools is 
responsible for the teaching of physical diagnosis, con 
sequently this subject is customarily taught and written 
about by internists. This has led to emphasis on fields 
familiar to the internist, such as heart and lungs, and 
comparative neglect in fields unfamiliar to him, such 
as urologic and gynecologic examination and diagnosis. 
Doctor Pullen has overcome this defect, apparent in 
many books on physical diagnosis, by a regional method 
of presentation, with the examination of each region, 
or organ, being discussed by a specialist in that field. 
Thus, the examination of the eyes, pelvis, and anus are 
discussed by an ophthalmologist, gynecologist and proce- 


tologist, respectiv ely. 


The first two chapters deal with the general medical 
history and examination of the patient; the remaining 
22 chapters are concerned with the detailed examina- 
tion of the regions and organs of the body. X-ray diag- 
nosis is discussed as it is applied to the various organ 
systems. Chapter XI (76 pages) is devoted to electro- 
eardiographic diagnosis alone. Special chapters are de 
voted to examination of the child and to psychiatric 


examination. 


The second edition contains 1119 pages, 601 illus 
trations, and 48 colored plates ; as compared with 1106 
pages, 584 illustrations and 12 colored plates in the 
first edition. The number of contributors has been re- 
duced from 27 to 23. The sections on examination of 
the abdomen and electrocardiographic diagnosis have 
been completely rewritten. New chapters on bedside diag- 
nosis of blood diseases, medical diagnosis in the aged, 
and the examination of the psychiatric patient have 


been added. 


This book represents a sincere effort to neglect no 
phase of physical and specialty diagnosis. It is one of 
the best and most complete works on this subject 
available-—R. M. Shepard, Jr., M.D. 


THE MERCK MANUAL, Eighth Edition. June 1, 1950. 
1600 pages. 
Approximately 1,600 pages in length, the new edition 
contains 338 chapters in Part 1 on the diagnosis and 


treatment of diseases (82 more chapters than in the pre 


ceding edition). 


New or expanded chapters include those on nutritional 
deficiencies, radiation reactions and injuries (including 
those due to atomic bombs), allergies and antihista 
mines, psycho neuroses, drug addiction, dental emer- 
gencies the physician may have to treat, prenatal and 
postnatal care, and the care of premature infants. 


More than 1,175 prescriptions are included, convenient- 


ly arranged in categories according to therapeutic action. 


In Part II will be found new chapters on routine 
immunization measures, clinical and bedside procedures, 
laboratory tests practicable for the physician’s office, 
suggested items for the physician’s bag, and outline 
of preoperative and postoperative care, a section on 
diets, and helpful ready reference data and conversion 
tables. 


Details of treatment with streptomycin, penicillin and 
other new drugs are presented in the chapter on Anti- 
biotic Therapy, which includes a convenient table out- 
lining the ‘‘ Recommended Chemotherapy in More Com- 
mon Infection.’’ Many similar tables for ready ref- 
erence on other subjects appear throughout the book. 


Treatment with crystalline Vitamin B,,, the pure anti- 
anemia factor that was first isolated and made available 
1948-49 is covered in the chapters on megaloblastic 


anemia and sprue. 


The latest available information at printing time on 
Cortisone and ACTH is given in the chapter on Adreno- 
cortical and Related Therapy. In addition to descriptions 
of their metabolic, hormonal and other physiologic ef- 
fects, clinical results to date are cited for many diseases. 

This manual is pocket size, and especially valuable to 
interns, residents, and general practitioners. 

— Everett B. Neff, M.D. 


PLASTIC AND RECONSTRUCTIVE SURGERY.Ferris 
Smith, M.D., F.A.C.S. Philadelphia. W. B. Saunders 


Company. 1950. . 


This recently published book was read with interest 
and enjoyment. The author has compiled an extremely 
informative volume, covering the subjects well. The 
style of presentation is simple and straightforward. The 
book is profusely illustrated with photographs and dia- 
grams. This work could be read by anyone with profit, 
but it will find its greatest use as a reference book, in 
every hospital, nursing school and medical school library. 
Likewise it would be useful as a text in instructional 
work.—John F. Burton, M.D. 


PRACTICAL GYNECOLOGY. Walter J. Reich, M.D. 
and Mitchell J. Nechtow, M.D. Chicago. J. B. Lippin- 
cott Company. 1950. 


This excellent book is not only practical but informa- 
tive in a simple, clear and concise manner. It includes 
426 pages, 132 illustrations, and 15 plates of colored 
photographs that are unusually good. 


More and more, ‘‘ office gynecology’’ is being stressed 
in teaching clinies and in the literature. This book 


adheres to this policy, and is ideal for quick reference. 


The manner in which psychosomatie medicine, its im 
portance, and its relationship to gynecology, is clearly 
presented. It handles female endocrinology in the ‘‘ easy 


to understand’’ style. 


Emphasis is placed on early cancer detection, and the 
office techniques for such procedures are demonstrated 
and illustrated in a most satisfactory way. 

A few other unusually excellent chapters are: In- 
flammatory Lesions, Infections, Disturbances in Mens- 
trual Function, Low Fertility and Sterility, and Neo 
plasms. 

This yolume should he included in the library of not 
only every gyntecologist, but every general practitioner. 


—LeRoy H. Sadler, M.D. 
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VISCOSITY 


A vaginal jelly or cream with too heavy a viscosity is apt to remain 
in the posterior fornix and latently come in contact with the sperm. 
A lubricant with a very light viscosity tends to reduce required chemi- 
cal barrier film. Koromex Jelly and Cream have the ideal viscosity 
determined by many years of laboratory tests and patient approval. 


acTive IMNGREOITE NTS: soric acto 2.0% Oxvournmourn SEN TOATE o.0o2% 
AND PHENYL MERCURIC ACETATE 0.02% 1% SUITABLE JELLY OR CREAM eases 


, KOROMEL 


A CHOICE OF PHYSICIANS 





HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON ST., NEW YORK 13, N. Y. 


MERLE L YOUNGS PRESIDENT 
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MEDICAL ABSTRACTS 


ANTIDIURETIC ACTION OF THE URINE OF PATIENTS 
IN CARDIAC FAILURE. Bercu, B. A., Rokaw, S. N.., 
Massie, E. Dept. Int. Med., Washington Univ. School 
Med., St. Louis. Circulation 2:409, Sept. 1950. 


When a concentrated dialyzed fraction of urine from 
patients with congestive heart failure was given intra- 
venously to hydrated dogs, a distinet antiduretie effect 
was noted. No such effect was found after control in- 
jection of similar urine concentrates from normal pa 
tients.—Robert M: Becker, M.D. 


BLOOD LIPIDS AND HUMAN ATHEROSCLEROSIS. 
Gofman, J. W., Jones, H. B., Lindgren, F. T.. Lyon. 
T. P., Elliot, H. A., Strisower, B. Donner Laboratory, 
Univ. of Calif., Berkeley. Calif. Circulation 2:161, 
August, 1950. 


Using the ultra centrifugal flotation method of sep 
arating the various cholesterol-lipid-protein molecule 
complexes present in human serum, Gofman and his co 
workers found a group of cholesterol-bearing lipid and 
lipoproteins consistently associated quantitatively with 
¢linical atherosclerosis in patients and in cholesterol fed 
rabbits with atherosclerosis. There was no consistent 
relationship between these apparently etiologically im- 
portant lipoprotein complexes and total serum cholesterol 
or cholesterol ester values. Evidence was also found that 
after ordinary low fat low cholesterol dietary manage- 
ment, there was a significant decerease in amounts of 
these atherosclerotic inducing lipoprotein complexes. 
Since these molecules were found to be present in greater 
concentrations in the serum of patients with atherosclero- 
tic vascular involvement like coronary artery disease, 
hypertension, diabetes mellitus, hypothyroidism and ne- 
phrotie syndrome, diets low in cholesterol and fat would 
be distinctly indicated in these conditions, 


—Robert M. Becker, M.D. 


CARDIAC DISEASE AND RHEUMATOID ARTHRITIS. 
Bradfield, J. Y., and Hejtmancik, M. R., Medical 
Branch, Univ. Texas Hosp., Galveston, Texas. Arch. 


Int. Med. 86:1, July, 1950. 


In a careful clinical study of younger persons with 
rheumatoid arthritis, the authors found about one of 
every two or three patients had evidence of organic 
heart disease. Their clinical study was found to cor- 
relate well with necropsy reports in the literature which 
cite about the same incidence of paneardiac lesions 
structurally indistinguishable from those associated with 
rheumatic fever, in patients with rheumatoid arthritis. 
The authors feel this is strong evidence that rheumatoid 
arthritis and rheumatic fever ‘‘are differing manifesta 
tions of one fundamental morbid process, which is very 
likely allergic in character.’’ They point out that pa- 
tients with ‘‘rheumatoid heart disease’’ generally tol- 
erate the cardiac lesions well owing largely to the limi- 
tations of activity their joint difficulties impose upon 
them. Robert M. Becker, M.D. 


SALT RETENTION IN CIRRHOSIS OF THE LIVER. 
Goodyer, A. N., Relman, A. S., Lawrason, F. D., and 
Epstein, F. H. Dept. Int. Med., Yale Univ. School of 
Med., New Haven, Conn. Jour. Clin. Invest. 29:973, 
Aug. 1950. 


Patients without liver disease, patients with cirrhosis 
of the liver without edema or ascites, and patients with 
cirrhosis of the liver with edema and ascites were given 
intravenous infusions of normal saline under well con- 
trolled conditions. Renal plasma flow and clearance stud 
ies were made, along with quantitative studies of serum 
and urinary concentrations of sodium. It was found that 
the cirrhotic patients with edema and ascites retained 
Na by mechanisms of increased renal tubular absorp- 
tion of Na. No Na retention was noted in the patients 
who were free of liver disease, nor was it observed in 
those cirrhoties who had no edema or ascites. The stim- 
ulus for increased tubular absorption of Na remains 
obscure, but the implications of this study, indicating 
sharp Na restriction and use of Hg diuretics in cir- 
rhotics with edema and ascites, are clear. 


—Robert M. Becker, M.D. 


CLASSIFIED ADS 


FOR SALE: Office equipment and instruments includ- 
ing tonsil instruments. Write Key R, care of the Journal. 

FOR SALE: One Brash Bumpus Urologie table in 
good condition. Write Key A, care of the Journal. 

FOR RENT: 201 E. Britton Ave., Britton, Oklahoma. 
Clinie building with large reception room, laboratory, 
three treatment rooms. Air conditioned. Good location. 
Write Key W, care of the Journal. 


TO LEASE: Am retiring. Want to turn over my 
practice. Office in home. All furnished as it is ineclud- 
ing library and office equipment. Write Key H, care 
of the Journal. 


FOR SALE: Office equipment. Would like for some 
young doctor.to come and take my place and my office 
supplies. Would sell my equipment and turn over m) 
practice to him. Write Key B, care of the Journal. 
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An Observation on-the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.” 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy”. 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: | tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, W.: An account of the Foxglove, London, 1785 


2. Rimmerman, A. B.: Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M. Sc. 209: 33-41 (Jan.) 1945 


Literature giving further details about Digilanid and Physician's Trial 
Supply are available on request 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


dorestro 


ESTROGENIC SUBSTANCES 


WATER-INSOLUBLE 


the name which signifies 


e CONTROL 
e UNIFORMITY 


e MANUFACTURING 


> 44 3884 [a 3 


Dorsey 


COMPLIANCE with the highest 
scientific standards, plus years 
of use by thousands of phy 
sicians, have established beyond 
doubt the dependability of 
dorestro Estrogenic Substan 

Water-Insoluble. Supplied 

cc ampoules and 10 cc 
vials in aqueous suspension or 
persic oil. Units from 5,000 to 
20,000 per cc in oil; up to 
50,000 per cc in aqueous sus 


THE SMITH-DORSEY COMPANY « LINCOLN, NEBRASKA pension. 


Branches at Los Angeles and Dallas 


MANUFACTURERS OF FINE PHARMACEUTICALS SINCE 


1908 
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More Than 


70,000 
DOCTORS 


.. . for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


$4950 comptete 


Send for descriptive bro- 
chure, “Symposium on 
Electrodesiccation and Bi- 
Active Coagulation which 
explains the HYFRECA- 
TOR and how it works. 








1S. 0 eee omen 2 cen © Benen, 
3087 Huntington Drive Los Angeles 32, Calif 


To: The BIRTCHER Corp., Dept. 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me free booklet, “Symposium on 
Electrodesiccation and Bi-Active Coagulation.” 
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OBITUARIES 


L. A. MITCHELL, M.D. 
1881-1950 

L. A. Mitchell, M.D., pioneer Stillwater physician and 
civic leader died September 14 in a Stillwater hospital 
following a short illness. 

An Oklahoma State Medical Association Councilor 
for many years, he was a past president of the Okla 
homa Tuberculosis Association, a past president and 
secretary of the Payne County Medical Society, past 
president of the Stillwater Lions Club and the Still- 
water Chamber of Commerce. Listed in Who’s Who in 
Oklahoma, Doctor Mitchell was also a 32nd degree 
Mason, being a member of the Blue Lodge, Scottish 
Rite Consistory of Guthrie and was a member of the 
Shrine. He was a member of Sigma Nu Sigma fra 
ternity. He was a member of the American Legion, 
having served in World War I as a first lieutenant. 

Doctor Mitchell was born May 20, 1881 in Haileyville, 
Alabama. He attended Peabody College and the Uni 
versity of Nashville Medical School. He interned at 
St. Mary’s Hospital at Hoboken, New Jersey and served 
one year in the United Fruit company hospital at Bocas 
del Tora, Panama, returning from there to practice 
medicine at Frederick, Oklahoma in 1910. Doctor Mit 
chell moved to Stillwater in 1925 and served as A. and 
M. College physician for three years before establish- 
ing a private practice there in 1938. He was a member 
of the First Christian Church serving as life elder and 
chairman of the official church board. 

Survivors are his widow of the home, a son, Max 
Allen Mitchell, music director at A. and M.; a daugh 
ter, Mrs. Robert L. King of Austin, Texas; four grand- 
children and a sister. 


H. H. FAUST. M.D. 
1916-1950 

H. H. Faust, M.D., former Vinita physician, died fol- 
lowing injuries received in a plane crash near New- 
berg, Ore. August 22. Doctor Faust left Vinita in 1945 
and had lived in Corvallis, Ore. since that time. He 
was born April 30, 1916 and was graduated from the 
University of Oklahoma School of Medicine in 1940. 


J. A. MUNN, M.D. 
1882-1950 

J. A.-Munn, M.D., a resident of McAlester for the 
past 30 years, died suddenly August 27 in McAlester. 

Dector Munn was born in Conway, Arkansas, Jan- 
uary 21, 1882. In 1907 he came to Wilburton and set 
tled in MeAlester in 1920. 

Active in medical organizations, Doctor Munn also 
was a member of Elks lodge, Masons, American Legion 
and other civie organizations. 


JOHN V. CLARK, M.D. 
1914-1950 

John V. Clark, M.D., Oklahoma City, died September 
20, 1950 in an Oklahoma City Hospital. 

A World War II veteran, Doctor Clark served with 
the United States medical corps on Guam for one year. 

Doctor Clark was graduated from the University of 
Oklahoma School of Medicine in 1938 and served his 
internship at St. Luke Hospital, San Francisco, Calif. 
He was a member of the Presbyterian church. Doctor 
Clark came to Oklahoma City about 12 years ago from 
Roff, his birthplace. 

Survivors include his widow of the home, his father, 
Ralph Clark, McAlester, a brother, Ralph O. Clark, M.D., 
Oklahoma City; and a sister, Mrs. Edgar A. deMuelles, 
Corvallis, Oregon. 
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